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Introduction 
The Centers for Medicare and Medicaid Services (CMS) approved New Hampshire’s application for a five-
year Medicaid demonstration project to improve access to and the quality of behavioral health services 
by establishing regionally based Integrated Delivery Networks (IDN) and developing  a sustainable 
integrated behavioral and physical health care delivery system. To achieve the goals of the demonstration 
waiver, the IDNs are charged with participating in statewide planning efforts and selecting and 
implementing community-driven projects. These projects are built around three enabling pathways: 
mental health and substance use disorder treatment capacity building, integration of physical and 
behavioral care, and improving transitions of care across settings.  

Per the Standard Terms and Conditions and contractual requirements Integrated Delivery Networks who 
have met 100% of the required deliverables will be required to submit ongoing Semi-Annual Progress 
Reports.  It is the expectation that all partners will continue to make progress along the SAMHSA 
Integrated Care Practice Designation Continuum. 
 

 

To be considered timely, supporting documentation must be submitted electronically to the State by the 
dates indicated above into each IDN’s semiannual reporting folder. For questions, contact:  

Kelley Capuchino 
Senior Policy Analyst 

NH Department of Health and Human Services 
Division of Behavioral Health 

129 Pleasant St 
Concord NH 03301 

Kelley.Capuchino@dhhs.nh.gov  

  

Submission of the semi-annual progress report shall be a single pdf document which includes all 

attachments.  In addition, due to printing and size constraints, your attachments should also be 

uploaded separately in the original fi le version as well (MS project, MS excel, etc.).  The January- June 

2020 semi-annual report is due July 31, 2020 and the July-December 2020 semi-annual report is due 

January 29, 2021. Attachments should use the naming convention identified in the weekly update 

dated week ending July 7, 2017.  The naming convention shall correlate with the project deliverable 

for which it is being submitted. 

mailto:Kelley.Capuchino@dhhs.nh.gov
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Project Plan Implementation (PPI) 
Narrative 
Provide a detailed narrative to reflect progress made during this reporting period as it relates to the 
Administration, Network, and Governance. 

Community Input:  

(All updates by reporting period shared in bullet format) 

Gaining community input has been foundational to all IDN-1 planning since the beginning of the 1115 

Waiver program in Region 1. Leaders across IDN-1 recognize the importance of listening to key 

stakeholders to understand the complexities of the current system of care and of engaging these 

stakeholders to plan and implement the changes they would like to see. Additionally, the IDN1 Medical 

Director and Members of the IDN1 Executive Committee participate as Chair and Co-chair of the 

Community Engagement Research Board for Synergy, resulting in their regular engagement and updates 

from community voices as well as continuous learning about the value and nature of meaningful 

community engagement. 

Updates for Semi Annual Period:  July-December, 2020 

 Expanded upon ongoing efforts of involvement at the project team levels as well as the regional 

level through Knowledge Exchanges, Advisory Council Meetings, Regional Data and IT Workgroup, 

Performance Leadership Discussions.  

 Continued with community member, patient input and engagement at the project level where 

possible 

 Continued to attend and engage in community and state events about topics associated with IDN 

goals such as workforce. 

 Engage with partners outside of the region to include statewide perspectives and trends affecting 

region 1 climate. 

 Continued recruitment and retention activities to ensure partner organization representation 

across Executive Committee members  

 Continued participation in the Regional Public Health Network meetings across the IDN1 

catchment area  

 Participation in community forums regarding both funded and non-funded IDN efforts in the IDN1 

catchment counties   

 Participation and engagement with COVID-19 response statewide and within IDN1 organizations  

 

 

Network Development:   

(All updates by reporting period shared in bullet format) 
To date, IDN-1 has been actively building a network of care providers and community supports to address 

the many needs of the Medicaid members in region 1. The process has been open, inclusive and 
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consensus-driven. The following updates represent network development and retention activities over 

the last several months:  

Updates for Semi Annual Period:  July-December, 2020 

 Given the point in project implementation the IDN is not onboarding new partners. The IDN is 

always open to new partner engagement and assessing an organizations fit to join the IDN 

network. This process has been formalized by the IDN executive committee and includes questions 

for any new onboarding organizations and identifies if the service provided fills a current IDN gap 

area. This identification and vetting also weighs the organizations Medicaid penetration.  

 In CY2020 the IDN has expanded network connections in Sullivan County to further facilitate the 

Sullivan County Complex Care team and support the Greater Sullivan Strong response to COVID-

19.  

 The IDN1 team continues to engage and stay connected with our network partners through one to 

one connections as well as through our ongoing large group meetings.  

IDN 1 Administration: 

In the July-December, 2020 term there were several notifications of change to the IDN Admin 

Team- 

 Peter Mason, MD, IDN1 Medical Director had his last day with the IDN team on 

12/31/2020.  

 Ashley Greenfield, Sullivan County HUB Manager, gave her notice in December, 2020 and 

her last day with the IDN team will be 1/8/2021.  

 Stephanie Cameron, IDN1 Program Manager, gave notice in December, 2020 and will be 

reducing to .5FTE on 1/8/2021 and to .2FTE on 3/1/2021. Her time will conclude fully with 

the IDN on 6/30/2021.  

 Mark Belanger, IDN1 Integration Director, will continue at .5FTE through 3/30/2021 but 

then will conclude his work with the team.  

 Jessica Leandri, IDN1 Executive Director, will remain 1FTE through 6/30/2021 but then will 

conclude or further reduce her time.  

o Given the lack of funding and wind down of program work in CY2021 no positions 

will be rehired.  

 There is work underway with the Population Health at DH to look at the best options for 

staff support and program wrap up effort in December, 2021. More will be reported on 

this in the coming quarters.  

 

Governance 
IDN-1 formalized its governance structure in the late summer of 2016 and it has been in operation ever 

since. The governance structure is described in detail within the IDN-1 Project plan which was approved 

by DHHS in the fall of 2016. The following defines the Governance efforts to date, many of which will 

continue into the future: 
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Executive Committee Periodic Meetings and Briefings: The IDN-1 Executive Committee is the primary 

governance body of the IDN. The EC is comprised of 4 community members and 7 institutional members 

who represent the stakeholders of IDN-1.  

Updates for Semi Annual Period: July-December, 2020 

o Christopher Tyler Vogt left his position in Primary Care at Dartmouth Hitchcock in 

September, 2020 and moved to Burlington, VT. Given this change he was no longer able 

to support the IDN1 Executive Committee and vacated his seat. 

o Peter Starkey left his position at Monadnock Peer Support and moved to Oregon in 

November, 2020. Given this change he was no longer able to support the IDN1 Executive 

Committee and vacated his seat. 

o John Manning indicated his intention to retire in June, 2021 and given the increase in 

work and activity to prepare for that departure notified that he will not be able to 

continue supporting the IDN EC in CY2021. His last meeting was December, 2020.  

o The IDN Executive Committee met and discussed the format, committee structure post 

DSRIP waiver period and the group concluded that to continue with the governance 

structure as is but meeting quarterly would be the most supportive to the IDN team. A 

vote was held in the December 10, 2020 meeting on the following: VOTE to revise IDN 

Governance as follows- In the post waiver period, calendar year 2021, the Executive 

Committee will continue in its current form, waiving term limits and maintaining a 

minimum of four representatives. At the point of writing 7 of the current board members 

have agreed to continue for CY2021.  

Advisory Council Periodic Meetings and Briefings: The IDN-1 Advisory Council is a broad inclusive body that 

has representation of all stakeholders and partners and that advises IDN-1. The Council has been kept 

informed and apprised of IDN-1 activity through regular communications, a newsletter, and the IDN-1 

website. 

Updates for Semi Annual Period: July-December, 2020 

 No Advisory Council Meetings were held in the July-December term but the final AC will be held 

virtually in late January, 2021. The final session was pushed out to accommodate for the end of 

our community projects effective 12/31/20 and much of the event will be spent reviewing the 

successes of the DSRIP in IDN1 and thanking our partners/ project teams.  

 

Data Governance: IDN-1 launched a Data & IT Workgroup as a sub-committee of the Executive 

Committee. One function of the Workgroup is data governance. The workgroup has been working 

through issues of patient privacy including preparedness for information sharing between organizations 

that serve a single patient’s needs. 

Updates for Semi Annual Period: July-December, 2020 

 The IDN1 Data & IT workgroup continued to meet and make progress on team targets  
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 The workgroup is sharing all data transparently and identified by organization.  

 The workgroup continues to review and support the IDN1 overarching data and IT rollout Focus of 

this group has shifted to center around pay for performance and supporting ongoing 

communication to partners on this process 

 The workgroup held their final session in mid-December, 2020 

Budget 
Please provide a budget of actual expenditures and projected costs to complement narrative.  

Throughout fall, 2020 the IDN1 administrative team undertook an exhaustive review and fiscal audit with 
the Dartmouth –Hitchcock finance team to ensure all financial tracking and documentation is stored within 
their system as the wind down of the IDN1 admin team begins in January. The budget below reflects the 
updated information as of December, 2020. The calendar year closeout within the DH system will not 
complete until late January. Any budget amendments identified in the year end reporting will be included 
in subsequent reporting.   

 

As part of the financial review and migration of IDN financial documents into the DH system a few 

changes were made in regard to reporting that has resulted in shifts to previous term totals. Some 

high level adjustments are as follows: 

 Alignment of IDN reported Grant Year (GY) to Calendar Year (CY) and Contract Terms to single 

GY/CY total. This caused some noted change in reporting column totals.  

 Inclusion of University of New Hampshire Consulting Agreements and costs for Practice 

Facilitation in Administrative Totals (accounting for roughly $400,000 change)  

 Transition of HIT consultation time into Administrative totals.  

 Inclusion of pre-2017 Administrative totals from the previous D-H grants module. 

Unbeknownst to the IDN staff this migration did not occur at the time of grants module 

change in CY2017.  

Additional minor re-coding has occurred to align expenses to the correct project bucket in the 

Accounts Payable system.  
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The updated P&L table is the result of an extensive review with the internal fiscal agent finance team to line up budgets by grant year and 

calendar year across the lifetime of the waiver. In previous reporting terms due to the discrepancy in reporting from grant year and translated 

to calendar year some of the totals for 6 month term were not appropriately included. 

Region 1 IDN Profit and Loss - Accrual Basis - As of November 24, 2020 Projected

2016 Jul-Dec 2017 Jan-Jun 2017 Jul-Dec 2018 Jan-Jun 2018 Jul-Dec 2019 Jan-Jun 2019 Jul-Dec 2020 Jan-Jun 2020 Jul-Dec 2021 Jan-Jun 2021 Jul-Dec Total

Revenue 3,617,426    2,000,403     2,000,404    2,015,565       1,551,984       1,068,962       186,762           -                    46,539             12,488,045           

Expenses

Workforce Investments (A1) 43,557             317,515          217,193           775,615           454,997           242,632           2,400                2,053,909              

Information Technology Investments (A2) 56,570          278,378        201,765        364,660          402,434          169,263           180,918           47,534             47,766             11,099             1,760,387              

Care Integration Investments (B1) 5,500            164,783          179,195          274,620           631,158           858,460           774,490           461,355           3,349,562              

Enhanced Care Coordination Community Investment (C1/E5) 86,129          102,428          94,528             22,465             207,533           1,208                -                    514,290                 

Perinatal Addiction Treatment Program Community Investment (D3) 22,329          78,320             69,946             110,119           90,005             145,883           140,303           656,904                 

Enhanced Care Coordination Community Investment (E5) 38,381          1,250               1,225               59,577             61,034             161,468                 

Needs Assessment 30,526          12,000           42,526                    

Program Administration 1,643            148,358        186,413        290,140          231,009          356,431           297,198           295,410           283,575           175,000           2,265,177              

Program Planning 49,403          1,277             637                51,317                    

Expenses - Subtotal 138,142        440,013        541,154        1,043,888       1,295,877       1,151,317       2,182,427       1,863,068       1,549,799       649,854           -                    10,855,540           

Fiscal Agent Indirect (15%) 20,721          66,002           81,173          156,583          194,382          172,698           327,364           279,460           232,470           97,478             -                    1,628,331              

Expenses - Total 158,863        506,015        622,327        1,200,471       1,490,259       1,324,015       2,509,791       2,142,528       1,782,269       747,332           -                    12,483,871           

Profit / Loss - by Period 3,458,563    1,494,388     1,378,077    815,094          61,725             (255,053)         (2,323,029)      (2,142,528)      (1,735,731)      (747,332)         -                    

Profit / Loss - Cumulative 3,458,563    4,952,951     6,331,028    7,146,122       7,207,847       6,952,794       4,629,765       2,487,236       751,506           4,174                4,174               4,174                      
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Project A1: Behavioral Health Workforce Capacity 
Development 

Narrative 
Each IDN was required to complete an IDN level Workforce Capacity Development Implementation Plan, 
inclusive of the workforce needed to complete projects A1, A2, B1 and the IDN selected Projects C, D, and 
E. 

Provide a detailed narrative to reflect progress made/activity toward recruitment, retention, hiring and 
training during this reporting period. 

Include in your narrative detail of Key Organizations and Providers that have been off-boarded as well as 
new partners/affiliated organizations and the effective date of the change.  

During the July-December, 2020 term the administrative team in IDN1 focused on the wrap up and 
comprehensive evaluation of IDN workforce awards made over the last four years. As of early fall, 2020 all 
of the IDN1 workforce awards had been fully expended or expired due to contract timing.  

With the majority of workforce awards expiring on June 30, 2020. Much of July and August was spent 
reviewing the closing WF awards. Once all contract components were closed and materials received for 
final reporting from the partners in fall, 2020 the IDN team was able to spend time analyzing how the funds 
were used and where the most notable improvements can be seen in both the organizations and the region. 
IDN1 released funds across several domains but loan repayment, recruitment, retention and 
internship/supervision support were the most robust.  

Cumulatively in the 2018, 2019 RFA cycles and additional training workforce allocations the IDN released 
$1,652,386.00 to network partners Due to the reduction in funding in CY2020 there is not a plan in IDN1 
for any new release of WF funds in CY2021.  

 
Region 1 IDN analyzed program funding applications and spending and has reached the following 

conclusions: 
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Retention: Partners were most able to use funds focused on retention including: HR retention strategy, 

loan repayment, and retention bonuses. Most (8 of 10) Partners were able to set up the retention 

programs to utilize the funds. Partners spent ~85% of requested retention funds. 

Internships: Partners were somewhat able to use funds focused on interns including: Internships and 

Organizational Support for Internships. Some (4 of 6) Partners were able to set up the internship 

programs to utilize the funds.  Partners spent ~60% of requested retention funds. 

Recruiting: Partners were somewhat able to use funds focused on recruiting including: HR Recruiting 

Strategy, Sign-On Bonuses, Staff Referral Bonuses, and Relocation Reimbursement.  Some (avg. 4 of 7) 

Partners were able to utilize the funds.  Partners spent ~44% of requested retention funds with most 

focused on Sign On bonuses. Partners were challenged to spend funds on Staff Referrals (only 10% of 

funds spent) and Relocation Reimbursement (only 5% of funds spent) 

Change in IDN1 Network:  

 No change in the IDN1 network in the July-December, 2020 term.  
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A1-7 IDN-level Workforce: Table of Key Organizational and Provider 
Participants 

Use the format below to provide an updated list of key organizations and providers participating in the 
IDN to support workforce development within the reporting period. Include and note workforce related 
to the IDN HIT Infrastructure, IDN Integrated Healthcare, and the IDN selected community projects.   

No change to the key of organizational partners aside from the noted organization removal of Mindful 
Balance referenced above.  

No change in July-December, 2020 term  

O rganization Name O rganization Type 

Associated with 
IDN Projects 

(A1, A2, B1, C, D, 
E)  

Alice Peck Day Memorial Hospital Hospital Facility  A1, A2, B1 

Cheshire County (includes :)  County  A1, A2 

Behavioral Health Court Program (CCBHCP) Other County Organization  A1, A2 

 DOC County Corrections  A1, A2 

Maplewood Nursing Home County Nursing Facility  A1, A2 

Cheshire Medical Center/DHK Hospital Facility  
A1, A2, B1, C1, 
E5 

Child and Family Services 
Non CMHC Mental Health 
Provider  

A1, A2, B1 

Community  Volunteer Transportation Company 
(CVTC) 

Community Based 
Organization Providing Social 
and Support Services  

A1, A2, C1, E5 

Counseling Associates 
Non CMHC Mental Health 
Provider 

A1, A2, B1 

Crotched Mountain (includes :) 

Community Based 
Organization Providing Social 
and Support Services  

A1, A2, 

Adult Residential Services  Adult Residential Services  A1, A2 

ATECH Services 
Assistive Technology Clinical 
Consultation  

A1, A2 

 Community Care Community Care Management  A1, A2, B1 

 Outpatient Services Specialty Outpatient Clinics A1, A2 

Crotched Mountain School Residential Treatment  A1, A2 

Dartmouth-Hitchcock Primary Care-Lebanon Primary Care Practice A1, A2, B1 

Dartmouth-Hitchcock Dept. of Psychiatry 
Non CMHC Mental Health 
Provider  

A1, A2, B1, D3 

Easter Seals Farnum Center Other Organization Type   A1, A2 

Grafton County (includes :) County A1, A2 

Senior Citizens Council Other County Organization  A1, A2 

Granite State Independent Living 
Home and Community Based 
Care Provider  

A1, A2 

Greater Monadnock Public Health Network Public Health Organization A1, A2 
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Greater Sullivan County Public Health Network Public Health Organization A1, A2 

Headrest, Inc. 
Substance Use Disorder (SUD) 
Provider  

A1, A2, B1 

Home Healthcare Hospice and Community Services 
Home and Community Based 
Care Provider  

A1, A2,C1, E5 

Keene Housing Other Organization Type  A1, A2, C1, E5 

Ken Jue Consulting Other Organization Type  A1, A2 

Lake Sunapee VNA  
Home and Community Based 
Care Provider  

A1, A2 

Lebanon Housing Authority Other Organization Type  A1, A2 

Life Coping Inc. 
Non CMHC Mental Health 
Provider  

A1, A2 

MAPS 
Non CMHC Mental Health 
Provider  

A1, A2  

Mary Hitchcock Memorial Hospital  Hospital Facility  A1, A2, B1 

Mascoma Community Health Center1 
Integrated Healthcare Provider 
(not counted as B1) 

A1, A2 

Monadnock Area Peer Support Agency Other Organization Type  A1, A2, C1, E5 

Monadnock Center for Violence Prevention  

Community Based 
Organization Providing Social 
and Support Services  

A1, A2 

Monadnock Collaborative  Other Organization Type  A1, A2, C1, E5 

Monadnock Community Hospital Hospital Facility  A1, A2, B1 

Monadnock Family Services 
Community Mental Health 
Center 

A1, A2, B1, C1, 
E5 

Monadnock Region System of Care 
Non CMHC Mental Health 
Provider  

A1, A2, C1, E5 

NAMI New Hampshire 
Non CMHC Mental Health 
Provider  

A1, A2  

New London Hospital and Medical Group Practice, 
Pediatric Care Center Practice, and Newport Health 
Center 

Hospital Facility, Primary Care 
Practice  

A1, A2, B1 

Pathways of the River Valley  
Home and Community Based 
Care Provider  

A1, A2 

Phoenix House  
Substance Use Disorder (SUD) 
Provider  

A1, A2, B1 

Planned Parenthood of Northern New England - 
C laremont Primary Care Practice 

A1, A2  

Planned Parenthood of Northern New England - 
Keene Primary Care Practice 

A1, A2 

Reality Checks Other Organization Type A1, A2 

ServiceLink-Grafton County  Other Organization Type  A1, A2 

ServiceLink - Monadnock  Other Organization Type  A1, A2, C1, E5 

Southwestern Community Services, Inc. 

Community Based 
Organization Providing Social 
and Support Services  

A1, A2, C1, E5 
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Stepping Stone & Next Step Respite Centers Peer Support – Mental Health A1, A2, E5 

Sullivan County (includes :) County  A1, A2 

Dept. of Corrections County Corrections  A1, A2, E5 

Maplewood Nursing Home County Nursing Facility  A1, A2 

t lc Family Resource Center (includes The Center for 
Recovery Resources – formally Hope for Recovery) 

Home and Community Based 
Care Provider  

A1, A2, B1, E5 

Twin Pines Housing Trust Other Organization Type  A1, A2 

Upper Valley Public Health Council  Public Health Organization A1, A2 

Valley Regional Hospital Hospital Facility  A1, A2, B1, E5 

Visiting Nurse and Hospice for VT and NH 
Home and Community Based 
Care Provider  

A1, A2 

West Central Behavioral Health  
Community Mental Health 
Center 

A1, A2, B1, E5 

Staffing All Projects 
Provide the IDN’s projected and current number of full-time equivalent (FTE) staff related to the IDN HIT 
Infrastructure, IDN Integrated Healthcare, and the IDN selected community-driven projects. This table 
should be the sum of all statewide and community-driven projects and also include any IDN 
administrative staff.  

No change in staffing in the July-December reporting period.  

Project 
Code  

Provider 
Type  

Projec
ted 

Total 
Need  

Baselin
e Staffin

g on  
12/31/

17 

Staffin
g on 

6/30/1
8  

Staffin
g on 

12/31/
18 

Staffing 
on 

6/30/19 

Staffin
g on 

12/31/
19 

Staffin
g on 

07/30
/20 

Stafffi
ng on 
12/31

/20 
Staffin
g on 

6/30/1
7  

Admin 
Team 

Executive 
Director 

1FTE 1 FTE 1 FTE 1 FTE 1 FTE 1 FTE 1 FTE 1 FTE 1 FTE 

Medical 
Director  

.5 FTE .5 FTE .5 FTE .5 FTE .5 FTE .5 FTE .5 FTE .5 FTE .5 FTE 

Integratio
n Director 

.5 FTE      .5FTE .5FTE .5FTE 

Program 
Manager 

1 FTE 1 FTE 1 FTE 1 FTE 1 FTE 1 FTE 1 FTE 1 FTE 1 FTE 

HIT 
Consultan
ts  

% 

Contra
cted 
with 
MAeH
C 

Contra
cted 
with 
MAeH
C 

Contra
cted 
with 
MAeH
C 

Contra
cted 
with 

MAeH
C 

Contracte
d with 

MAeHC 

Contra
cted 
with 

MAeH
C 

- - 

B1 

Care 
Team 
Coordinat
or  

     1FTE 1FTE 1FTE 1FTE 

APRN       1FTE 1FTE 1FTE 1FTE 
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Primary 
Care 
Clinicians 
% FTE 

     .35FTE .35FTE 
.35FT

E 
.35FT

E 

Supervisi
on % FTE 

     .1FTE .1FTE .1FTE .1FTE 

Project 
Manager  

     .5FTE .5FTE .5FTE .5FTE 

MSW      2.5FTE 2.5FTE 
2.5FT

E 
2.5FT

E 

MLADC      1FTE 1FTE 1FTE 1FTE 

CHW      3FTE 3FTE 3FTE 3FTE 

D3  

Masters 
Level 
clinician 
(BH)  

.75 
FTE 

Recruit 
to Hire  

1.5 FTE 1.5 FTE 1.5 FTE 1.5 FTE 1.5 FTE 
1.5 
FTE 

1.5 
FTE 

Psychiatr
y (MD, 
ARNP) 

.1 FTE  
Recruit 
to Hire  

.3 FTE  .3 FTE  .3 FTE  .3 FTE  .3 FTE  .3 FTE  .3 FTE  
OB/GYN( 
ARNP, 
CNM) 

0 FTE 
Recruit 
to Hire  

.1 FTE .1 FTE .1 FTE .1 FTE .1 FTE .1 FTE .1 FTE 
Pediatrici
an (MD, 
ARNP)  

0 FTE 
Recruit 
to Hire  

.1 FTE .1 FTE .1 FTE .1 FTE .1 FTE .1 FTE .1 FTE 

Case 
Manager  

.4 FTE  
Recruit 
to Hire  .5 FTE  .5 FTE  .5 FTE  .5 FTE  .5 FTE  .5 FTE  .5 FTE  

Recovery 
Coach  

.5 FTE  
Recruit 
to Hire  .5 FTE  .5 FTE  .5 FTE  .5 FTE  .5 FTE  .5 FTE  .5 FTE  

Childcare 
Providers  

.3 FTE  
Recruit 
to Hire  .75 FTE  .75 FTE  .75 FTE  .75 FTE  .75 FTE  

.75 
FTE  

.75 
FTE  

Administr
ative 
Support 
Staff 

0 FTE 

Hired, 
Utilizin
g 
Curren
t Staff  .5 FTE .5 FTE .5 FTE .5 FTE .5 FTE .5 FTE .5 FTE 

Certified 
Medical 
Assistant  

0 FTE  

Hired, 
Utilizin
g 
Curren
t Staff  .5 FTE  .5 FTE  .5 FTE  .5 FTE  .5 FTE  .5 FTE  .5 FTE  

C1 

Care 
Transition 
Coordinat
or  

2 FTE 

0- In 
proces
s to 
Recruit 
to hire  2 FTE 2 FTE 2 FTE 2 FTE 2 FTE 2 FTE 2 FTE 
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Superviso
r  

1 FTE 

In 
proces
s to 
realloc
ate 
Curren
t Staff 
% FTE  1 FTE 1 FTE 1 FTE 1 FTE 1 FTE 1 FTE 1 FTE 

E5  

Enhance
d Care 
Coordina
tors  2 FTE  

0- In 
proces
s to 
Recruit 
to hire  2 FTE 2 FTE 2 FTE 2 FTE 2 FTE 2 FTE 2 FTE 

Commun
ity Case 
Manager  1 FTE  

Recrui
t to 
Hire  0 FTE* 1 FTE 0 

Not 
Currently 
Staffed 
Given 

Project 
Restruct
uring- All 
Contract 
Positions  1 FTE 1 FTE 1 FTE 

Supervis
or  .1FTE 

0.1 
FTE, 
Curre
nt 
Staff: 
Re-
allocat
ed 

0.1 
FTE, 

Curre
nt 

Staff: 
Re-

allocat
ed 

0.1 
FTE, 

Curre
nt 

Staff: 
Re-

allocat
ed 

0.1 
FTE, 

Curre
nt 

Staff: 
Re-

allocat
ed 

0.1 FTE, 
Current 
Staff: Re-
allocated 

0.1 
FTE, 

Curre
nt 

Staff: 
Re-

allocat
ed 

0.1 
FTE, 

Curre
nt 

Staff: 
Re-

alloca
ted 

0.1 
FTE, 

Curre
nt 

Staff: 
Re-

alloca
ted 

 

Budget 
Provide a narrative and a brief project budget outlining actual expenditures and projected costs to support  

the workforce capacity development implementation plan which must include financial reporting on 
actual spending to recruit, hire, train, and retain the workforce.  
 

As the IDN leadership team wrapped up 2019 RFA cycle workforce awards and dollars in June, 2020 there 
have been no new expenditures through the WF program in July-December, 2020. Final expenditures 
across project areas that are closed effective 12/31/20 are reflected in the wrap up budgets in the PPI 
section of this report. See below for previous WF awards that conclude in the last SAR period.  
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REDACTED TABLE 
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Project A2: IDN Health Information Technology (HIT) 
To Support Integration 

 

Narrative 

As reported in earlier periods, Region 1 IDN has met all health information technology (HIT) targets set 
forth in the original project plan.  

Figure 1: Region 1 IDN - HIT Accomplishments Relative to Project Plan Targets 

 
 

In the period July 1 – December 31 2020, Region 1 IDN Partners have sustained their use of HIT to 

support their integration projects. The COVID-19 response continued to disrupt care delivery for the 

entirety of the reporting period yet Partners were able to maintain their programs and the HIT systems 

that support care integration.  In August 2020 the Massachusetts eHealth Collaborative Quality Data 

Service (MAeHC QRS) closed operations. Region 1 IDN Partners continued to provide data for quarterly 

reporting without the services of the data aggregation service.  

 

Region 1 Partners were re-introduced to the UniteUs Closed Loop Referral Platform in November and 

December with the announcement that DHHS would support the system centrally. At the writing of this 

report, 11 organizations from our region have begun using UniteUs with an additional 30 organizations 

engaging with DHHS and the UniteUs vendor to learn more about the platform. The following paragraphs 

detail progress with our participating Partners. 

 

Alice Peck Day 

 

The Alice Peck Day (APD) team has met all Region 1 IDN goals. Activity in July 1 – December 31 2020 

includes: 
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Alice Peck Day 1                                    1                               1                              1 1 1 1                          1                      1 1
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 Quality reporting: The team completed all data submissions for Jan-Jun 2020 measures (via the 

MAeHC QRS data aggregation platform). With the closure of the MAeHC QRS, the team 

continued to submit quality reporting data for the calendar quarter 3 and quarter 4 reports. 

 Shared Care Planning / Event Notification: The team continued to support care integration 

activity with the Collective Medical Technology (CMT) platform. The hospital sent Admit 

Discharge and Transfer messages to CMT. The hospital emergency department received ED 

alerts. The team received notifications of emergency department and hospitalization events from 

CMT. The team supported multi-disciplinary care team (MDCT) shared care planning (SCP) within 

the CMT platform. 

 Telehealth: The team continued its use of telehealth capabilities in a hybrid model with both in 

person and virtual visits. 

Cheshire Medical Center 

 

The Cheshire Medical Center (CMC) team has met all Region 1 IDN goals. Activity in July 1 – December 31 

2020 includes: 

 Quality reporting: The team completed all data submissions for Jan-Jun 2020 measures (via the 
MAeHC QRS data aggregation platform). With the closure of the MAeHC QRS, the team 

continued to submit quality reporting data for the calendar quarter 3 and quarter 4 reports. 

 Shared Care Planning / Event Notification: The team continued to support care integration 

activity with the CMT platform. The hospital sent Admit Discharge and Transfer messages to CMT. 

The hospital emergency department received ED alerts. The team received notifications of 

emergency department and hospitalization events from CMT. The team supported multi-

disciplinary care team (MDCT) shared care planning (SCP) within the CMT platform. 

 Telehealth: The team continued its use of telehealth capabilities in a hybrid model with both in 

person and virtual visits. 

Counseling Associates 

 
The Counseling Associates team has met all Region 1 IDN goals. Activity in July 1 – December 31 2020 

includes: 

 Quality reporting: The team completed all data submissions for Jan-Jun 2020 measures (via the 

MAeHC QRS data aggregation platform). With the closure of the MAeHC QRS, the team 

continued to submit quality reporting data for the calendar quarter 3 and quarter 4 reports. 

 Shared Care Planning / Event Notification: The team continued to support care integration 

activity with the CMT platform. The team received notifications of emergency department and 

hospitalization events from CMT. The team supported MDCT shared care planning (SCP) within 

the CMT platform. 

 Telehealth: The team continued its use of telehealth capabilities in a hybrid model with both in 

person and virtual visits. 
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Cheshire Medical Center / DH Clinic Keene 1                                    1                               1                              1                                                             1 1                                1                          1                      1 1
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Receiving Event 

Notifications

Submitting 

Quality Data

Counseling Associates 1                                    1                               1                              1                             1                                1                                1                          
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Dartmouth Hitchcock (Heater Road Clinic, General Internal Medicine, Department of Psychiatry, 
Mothers in Recovery, Pediatrics) 

 
The Dartmouth Hitchcock (D-H) teams have met all Region 1 IDN goals. As Dartmouth Hitchcock 

systemizes many of the learnings of the NH 1115 Waiver, the individual projects among Heater Road 

Clinic, General Internal Medicine, Department of Psychiatry, Mothers in Recovery, and Pediatrics are 

working more closely together for purposes of health information technology and quality data. Activity in 

July 1 – December 31 2020 includes: 

 Quality reporting: The team completed all data submissions for Jan-Jun 2020 measures (via the 

MAeHC QRS data aggregation platform). The team completed chart abstractions for the CARE03 

Diabetes and Hypertension measures. With the closure of the MAeHC QRS, the team continued 

to submit quality reporting data for the calendar quarter 3 and quarter 4 reports. 

 Shared Care Planning / Event Notification: The team continued to support care integration 
activity with the CMT platform. The hospital sent Admit Discharge and Transfer messages to CMT. 

The hospital emergency department received ED alerts. The team received notifications of 

emergency department and hospitalization events from CMT. The team supported MDCT shared 

care planning (SCP) within the CMT platform. The Pediatric team continued expansion of its CMT 

attribution in order to receive event notifications for high risk and rising risk children and 

adolescents. The Mother’s in Recovery program continued its use of CMT. Dartmouth Hitchcock 

continued its centralized and automated the patient enrollment process for all D-H clinics. 

 Telehealth: The team continued its use of telehealth capabilities in a hybrid model with both in 

person and virtual visits. 

Monadnock Community Hospital (Jaffrey and Ringe Practices) 

 
The Monadnock Community Hospital (MCH) Jaffrey and Ringe practices teams have met all Region 1 IDN 

goals. As mentioned in earlier reports, COVID-19 severely interrupted IDN activity with MCH including the 

deployment of the CMT event notification service with the hospital. MCH was not anticipated in Region 1 

IDN goals for event notification and will not be implemented as the waiver period closes. Activity in July 1 

– December 31 2020 includes: 

 Quality reporting: The team completed all data submissions for Jan-Jun 2020 measures (via the 

MAeHC QRS data aggregation platform). The team completed chart abstractions for the CARE03 

Diabetes and Hypertension measures. With the closure of the MAeHC QRS, the team continued 

to submit quality reporting data for the calendar quarter 3 report. 

 Shared Care Planning / Event Notification: The team continued to support care integration 

activity with the CMT platform. The team was set up to receive notifications of emergency 

department and hospitalization events from CMT. The team supported MDCT shared care 

planning (SCP) within the CMT platform. 

 Telehealth: The team continued its use of telehealth capabilities in a hybrid model with both in 

person and virtual visits. 
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Dartmouth-Hitchcock Heater Road 1                                    1                               1                              1                             1                                1                                1                          1                      1 1

Dartmouth -Hitchcock GIM 1                                    1                               1                              1                             1                                1                                1                          1                      1 1

Dartmouth-Hitchcock Psychiatry 1                                    1                               1                              1                             1                                1                                1                          1                      1 1
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Monadnock Community Hospital 1                                    1                               1                              1 1 1 1                          
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Monadnock Family Services 

 
The Monadnock Family Services (MFS) team has met all Region 1 IDN goals. Activity in July 1 – December 

31 2020 includes: 

 Quality reporting: The team completed all data submissions for Jan-Jun 2020 measures (via the 

MAeHC QRS data aggregation platform). With the closure of the MAeHC QRS, the team 

continued to submit quality reporting data for the calendar quarter 3 and quarter 4 reports. 

 Shared Care Planning / Event Notification: The team continued to support care integration 

activity with the CMT platform. The team received notifications of emergency department and 

hospitalization events from CMT. The team supported MDCT shared care planning (SCP) within 

the CMT platform. 

 Telehealth: The team continued its use of telehealth capabilities in a hybrid model with both in 

person and virtual visits. 

New London Hospital – Newport Health Center 

 

The New London Hospital (NLH) Newport Health Center (NHC) team has met all Region 1 IDN goals. NLH 

completed its conversion to the Epic EHR in this reporting period. They also began sending admit-

discharge-transfer messages to CMT for use in event notification. With the engagement of NLH in event 

notification, Region 1 exceeded its goal for hospital participation with CMT. Activity in July 1 – December 

31 2020 includes: 

 Quality reporting: The team completed all data submissions for Jan-Jun 2020 measures (via the 

MAeHC QRS data aggregation platform). The team completed chart abstractions for the CARE03 

Diabetes and Hypertension measures. With the closure of the MAeHC QRS, the team continued 

to submit quality reporting data for the calendar quarter 3 and quarter 4 reports. 

 Shared Care Planning / Event Notification: The team continued to support care integration 

activity with the CMT platform. The team received notifications of emergency department and 

hospitalization events from CMT. The team supported MDCT shared care planning (SCP) within 

the CMT platform. 

 Telehealth: The team continued its use of telehealth capabilities in a hybrid model with both in 

person and virtual visits. 

Valley Regional Hospital 

 

The Valley Regional Hospital team has met all Region 1 IDN goals. Activity in July 1 – December 31 2020 

includes: 

 Quality reporting: The team completed all data submissions for Jan-Jun 2020 measures (via the 

MAeHC QRS data aggregation platform). The team completed chart abstractions for the CARE03 

Diabetes and Hypertension measures. With the closure of the MAeHC QRS, the team continued 

to submit quality reporting data for the calendar quarter 3 and quarter 4 reports. 
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New London Hospital / Newport Health Center Practice 1                                    1                               1                              1 1 1 1                          
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Valley Regional Hospital 1                                    1                               1                              1                             1                                1                                1                          1                      1 1
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 Shared Care Planning / Event Notification: The team continued to support care integration 

activity with the CMT platform. The hospital sent Admit Discharge and Transfer messages to CMT. 

The hospital emergency department received ED alerts. The team received notifications of 

emergency department and hospitalization events from CMT. The team supported MDCT shared 

care planning (SCP) within the CMT platform. 

 Telehealth: The team continued its use of telehealth capabilities in a hybrid model with both in 

person and virtual visits. 

West Central Behavioral Health 

 

The West Central Behavioral Health (WCBH) team has met all Region 1 IDN goals. Activity in July 1 – 

December 31 2020 includes: 

 Quality reporting: The team completed all data submissions for Jan-Jun 2020 measures (via the 

MAeHC QRS data aggregation platform). With the closure of the MAeHC QRS, the team 

continued to submit quality reporting data for the calendar quarter 3 and quarter 4 reports. 

 Shared Care Planning / Event Notification: The team continued to support care integration 

activity with the CMT platform. The team received notifications of emergency department and 

hospitalization events from CMT. The team supported MDCT shared care planning (SCP) within 

the CMT platform. 

 Telehealth: The team continued its use of telehealth capabilities in a hybrid model with both in 

person and virtual visits. 

Other IDN-1 Partners (Not Coordinated Care or Integrated Care Partners) 
Several Organizations in Region 1 have engaged with DHHS and the UniteUs closed loop referral platform. 

11 of these organizations have already gone live on the system including: 

 Better Life Partners 

 Cheshire County - Drug Court 

 Counseling Associates 

 Doorway at Cheshire Medical Center 

 Doorway at Dartmouth Hitchcock Medical Center 

 Good Neighbor Health Clinic/Red Logan Dental Clinic 

 Grafton County - Alternative Sentencing 

 Keene Serenity Center 

 NAMI New Hampshire 

 Reality Check 

 Sullivan County Department of Corrections 

An additional 33 organizations from the region are at some stage of engaging with DHHS and UniteUs. 

Several IDN-1 Partners are now actively using the CMT event notification service. These include:  

 Crotched Mountain Community Care 

 Home Healthcare Hospice and Community Services 
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West Central Behavioral Health 1                                    1                               1                              1                             1                                1                                1                          
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 Lake Sunapee Region VNA and Hospice 

Evaluation Project Targets 

Region 1 IDN has met all HIT Performance Measure Targets. 

Figure 2: Region 1 IDN HIT Performance Targets 

Performance Measure Name 
# of 

Participating 
Practices  

Progress Toward Target 

As of 
12/31/18 

As of 
6/30/19 

As of 
12/31/19 

As of 
6/30/2020 

As of 
12/30/2020 

Event Notification Services 11 5 8 11 11 11 

Shared Care Plan 11 5 7 11 11 11 

Closed Loop Referral 11 10 11 11 11 11 

Data Reporting 11 11 12 12 12 12** 

Data Sharing 11* 16 16 16 16 16 

Care Coordination 11* 4 6 11 11 11 

*Data sharing and Care Coordination were not performance measures in IDN1 original plan and did not 
have targets established. Assume 11 to align with other measures. Assume “Data Sharing” is referring to 
those with Data Sharing Agreement in place. Assume “Care Coordination”  is those Partners actively using 
shared care plans. 
**Data reporting continued with 12 Partners even though the MAeHC QRS closed in August 2020.  
 

Budget 
Region 1 IDN is projected to complete the program with $1.76M in health information technology 

expenses. This is 13% under our original budget of 2,032,250. The Region 1 IDN Health Information 

Technology program and expenditures supported the following accomplishments:  

Provided technical support and training region wide so that all Region 1 IDN Integrated and Coordinated 

Care partners have the basic tools for Electronic Data Capture, Secure Data Storage, and Direct Secure 

Messaging. 

Executed data sharing agreements and accompanying privacy training region wide so that Partners can 

lawfully exchange protected health information for purposes of care coordination and quality reporting. 

Implemented a data sharing platform (Collective Medical Technologies) region wide so that Partners can 

receive real-time notifications of their patients’ emergency department and hospital admissions, 

discharges, and transfers -and- so that Partners can create and securely access Shared Care Plans to 

support Multi-Disciplinary Core Teams. 

Implemented a clinical quality data aggregation and reporting platform (Massachusetts eHealth 

Collaborative (MAeHC) – Quality Reporting Service) region wide so that Partners can submit clinical 

quality data (as opposed to just claims-based data), aggregate and match quality data at the IDN level, 

and report clinical quality for purposes of improvement, oversight, and value-based payment. 
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Figure 3: Region 1 IDN - HIT Budget as of Dec 31, 2020 

Project to which 
budget is assigned 

CY 2016 
Actuals 

CY 2017 
Actuals 

CY 2018 
Actual 

CY 2019 
Actual 

CY 2020 
Actual 

CY 2021 
Projected 

Total 

Salary & Benefits 
                   
-    

                  
-    

                  
-    

                  
-    

                  
-    

                  
-    

                  -    

Technology 
                   
-    

          
30,532  

       
340,169  

       
176,286  

          
70,298  

          
11,099  

       628,384  

Sub-Contract 
          
56,570  

       
449,611  

       
426,925  

       
171,895  

          
25,002  

      1,130,003  

Occupancy                               -    

Travel                               -    

Total 
          
56,570  

       
480,143  

       
767,094  

       
348,181  

         
95,300  

         
11,099      1,758,387  

 

The July - December 2020 reporting period included the following Technology expenditures: 

 Quality Data Reporting: MAeHC provided quality data aggregation and reporting services to 
Partners through August of 2020 with the closure of MAeHC. 

 Event Notification Service and Shared Care Plan: Collective Medical Technologies provided the 
Pre-Manage platform to our Partners throughout the reporting period. This program will be 

jointly sustained by Region 1 IDN and Dartmouth Hitchcock through the end of 2021. 

 Website Support: The Region 1 IDN website (www.region1IDN.org) was transitioned from MAeHC 
to the Region 1 IDN Administrative team in March of 2020 and website support was transitioned 

to a new provider. 

 

 

 
 
 
 
 
 
 
 
 
 
 
 

 

http://www.region1idn.org/
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Project B1: Integrated Healthcare 

Narrative 
 

Include a detailed narrative which lists every participating provider at the practice site level and the 
progress made during the reporting period toward the Integrated Care Practice Designation. This should 
be a detailed summary of where they are including what has been done, what has not yet been done, 
the number of participating individuals, major accomplishments, barriers and setbacks.  

Integrated Care Practice must include: 

 Medication-assisted treatment (MAT) 
 Evidence-based treatment of mild-to-moderate depression within the Integrated Practice setting 

either (e.g., IMPACT or other evidence-supported model) 
 Enhanced use of technology  

 

During the reporting period the IDN1 administrative team undertook a thorough financial review and 

composed a slate of funding scenarios for CY2021 to pitch to the Executive Committee (EC) for vote in early 

Fall, 2020. The EC voted to extend existing B1 contracts at the highest available rate depending on funds 

received in CY2020. Once this decision was made in October, 2020 the IDN leadership team began meetings 

with all B1 project staff and leadership to address the opportunity for continued project work in 2021 and 

project goals. All but one of the previously funded organizations, Monadnock Community Hospital, elected 

to move forward with IDN projects in the New Year. Given the significantly reduced rate of funding from 

previous years most projects will only be able to sustain hired positions with the funds but the teams 

appreciate the support and look forward to an additional year of project support around facilitating long 

term sustainability of project practices.  

 

As a region, the B1 project teams participated in a once monthly Knowledge Exchange Series from 

September to November which focused on utilizing their Site Self-Assessment results. Below is the outline 

of the series. Throughout the series each meeting was dedicated to each domain, in which the teams 

discussed the questions and identified further opportunities to increase their scores. The IDN 

administration captured the brainstorming in Lucid Spark and provided each team a link to use the answers 

in a two-by-two matrix. A snapshot of this tool with the team’s answers can be found below, with an 

example of the Dartmouth Hitchcock Pediatrics Team demonstrating the use of the tool.  
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Overview of tool: 

 
 



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 27 
 

Answers for Domain 1: 
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Answers to Domain 2: 
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B1 Dartmouth-Hitchcock (DH) Heater Road, General Internal Medicine (GIM) and 

Pediatrics Project Updates  

Project Overview  

DH Heater Road was the pilot team for the region and the DH health system based in Lebanon that 

started to develop the work for many of the requirements. The system quickly on boarded the GIM 

department which operates in their own project space. In spring of 2019, the Pediatric department joined 

the work, quickly achieving Waiver milestones. The teams though operating in different departments and 

different cultures are working to align system approaches.  

Current State: July 1, 2020 – December 31, 2020 

Early in the reporting period, the DH team continued to move forward on improvement surrounding their 

established multidisciplinary care team meetings. They consistently met monthly through the month of 

October. Unfortunately, they lost their Care Team Coordinator (CTC) at the start of November due to the 

uncertainty surrounding financial sustainability of the position. While there were several discussions held 

on how to continue the success of their meetings without the CTC, they have not been able to adjust 

resources to continue the ongoing support of these meetings due to the continued resource constraints 

of Covid-19 response. There are ongoing conversations to continue the collaborative relationship with the 

local Community Mental Health Center. Additionally, with the team planning on continuing the B1 project 

work with the contract extension into CY2021, the team has decided to take a step back and reformat 

their process for MDCTs, to include their efforts with a chronic care MDCT that is occurring within the 

Heater Rd clinic. The team also experienced a setback when their provider champion left the Heater Rd 

practice in September. This has prevented the ongoing education to other providers on the value of the 

MDCT. The current team has drafted new goals for the contract extension year which includes, 

reformatting of the MDCT process, identifying a new provider champion, and improving synergy across 

the three participating departments.  

During the reporting period, the Dartmouth Hitchcock Health (DH-H) system underwent a large update to 

the Comprehensive Core Standardized Assessment (CCSA). Representat ives from multiple organizations 

under the DH-H system were part of the content creation including Alice Peck Day, New London Hospital 

and the Community Practice Groups. Now referred to as the “Adult Screener” (below) the 

implementation phase will begin in January of 2021 with education having started in the beginning of 

December. This screening update will affect our partners at Alice Peck Day, Newport Health Center/New 

London Hospital and Cheshire Medical Center.  As part of the education, the revision team created a 

power point presentation (below).  
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The DHMC Adult teams participate in the completion of the IDN evaluation activities including the 

“Evaluation Worksheet” and an A3 (below).  

Goals  

- What were your original goals and expectations for the project?  
- Has your perception of the project changed over time and did your goals changed as a result? 
- What goals were met/unmet (speak to goals that have progressed but have not fully been met)? 
- Do you have new or additional goals in achieving further integration? 
- Where/are your goals supported across your organization (clinicians, support staff, financial, management)? 
1. Original goals/expectations: Create a new team, new set of tools and new set of processes that bridge the gap, both 

internally and with external partners, in integrating medical and mental health care. Additionally, it was our 
hope these new care pathways would become a part of a statewide system that would serve to transform 
integrated delivery of care combined with new billable revenue streams to sustain the work going forward.  

2. Systems barriers such as privacy and consent regulations posed a significant barrier to the speed of implementation 
and scope of community partners who could be reasonably on boarded through the MDCT and SCP. We hoped 
certain system capacities such as CMT interfacing with different EHRs, would relieve the need for direct 
workforce involvement. This limitation in electronic communication necessitates on going personnel with 
significant time commitments available to them to continue the work as designed. Early in the project 
development, we expected a larger cohort of Medicaid patients identified through completion of the CCSA and 
that we would be able to expand our work from a focus on shared WCBH/DHMC patients to other external 
partners leveraging the progress made with the pilot practices across the Medicaid population. Goals changed 
to optimizing the efficiency of the MDCT for the smaller cohort of identified patients.  

3. Goals Met: 
4. Team- Large and cohesive team across multiple DHMC primary care units and our community mental health center, 

WCBH. The mutual appreciation of the clinical work performed by each organization has been greatly enhanced 
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and is cited as one of the primary benefits of this work which directly translates to better patient outcomes as 
teams are able to communicate effectively and in a timely manner.  

5. Tools- We successfully created and effectively utilized shared care plans within the CMT platform.  
6. Processes- We successfully implemented MDCT teams involving dozens of providers who met monthly over the past 

two years. Along the way solving problems related to technology, geography, clinic cultures, provider schedules, 
patient privacy and effective utilization of provider time with meaningful outcomes for patients. 

7. Partners- Most solid partnership was with WCBH and DHMC primary care. We were able to routinely involve 
Pathways of the Upper Valley, made progress toward onboarding Headrest (barriers related to substance use 
privacy were the limiting for this partnership), and Counseling Associates of the Upper Valley (barrier related to 
patient identification and practice capacity were limiting for this partnership).  

8. New Goals: Internal integration of mental health primary care within DHMC will continue. Ongoing external 
partnerships will be modified in the following ways: the effort to onboard external partners beyond WCBH will 
cease. The MDCT will be integrated with another interdisciplinary team within primary care. The frequency and 
depth of communication with WCBH will be scaled back with an effort to proactively identify Medicaid patients 
most at risk of dangerously fragmented care. 

9. Goals Supported: Improving the integrated delivery of care for Medicaid patients remains a priority of both 
institutions. However, the continuation of further program development and maintenance of existing teams is 
unlikely without ongoing additional sources of revenue. Shifting existing workloads into the preexisting 
workforce creates an operational burden that’s not sustainable. 
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Dartmouth Hitchcock- Pediatrics Practice Updates  

Project Overview  

 The DH-Lebanon based pediatric team has been meeting regularly since the summer of 2019. 

Over the course of the past six months, the team has reviewed their process flow for the DART screen 

(which meets the CCSA requirements) and identified opportunities for improvement.  

Current State: July 1, 2020 – December 31, 2020 

During the reporting period, the team continued to work on improving their Multidisciplinary care team 

(MDCT) meetings. While the core pilot team continued to meet regularly twice a week on Wednesdays 

and Fridays, they began adding additional providers. They continue to work on building partnerships with 

external organizations to conduct MDCTs with as well. There are ongoing conversations with the two local 

behavioral health providers, however they have had greater progress with social support organizations. 

They have had monthly meetings which focus on collaborative care partnerships for the shared 

patient/client. The Dartmouth Hitchcock Pediatric team has from the start has been actively engaged with 

the event notification system within the Collective Medical platform. At the end of the calendar year, the 

team had approximately 600 patients they were managing in their “Mini MDCT” program which uses the 

event notification platform. During the reporting period, they expanded on their ability to manage these 

patients by enhancing their risk stratification structure shown below. 

 

Later in the reporting period, the project team began focusing on sustainability or program needs after 

completion of the B1 2021 extension funding. To do this, they engaged the help of one of the Dartmouth 

Hitchcock data analysts which began looking into various data points such as no show rates, emergency 
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department visits, depression screening and more. The preliminary data is captured below, the project 

team reviewed these findings and adjusted based on their long term goals. The team plans to meet with 

the data analysis on a quarterly basis going forward.   

 

 

 

 

Additionally, the project team participated in the reporting period evaluation activities completing both 

the “Evaluation Worksheet” and A3. The team met to debrief the worksheet, and discussed possible new 
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goals for the extended contract period and presented their A3 at the December IDN Knowledge 

Exchange. The final drafts of the worksheet evaluation and A3 are below.  

Goals  

10. What were your original goals and expectations for the project? 
11. Has your perception of the project changed over time and did your goals change as a result? 
12. What goals were met/unmet (speak to goals that have progressed but have not fully been met)? 
13. Do you have new or additional goals in achieving further integration? 
14. Where/are your goals supported across your organization (clinicians, support staff, financial, management)? 
Initially, we hoped to use this collaboration to address the wider needs of our patient population.  We had anticipated 

accomplishing this with family/patient involvement and more collaborative care efforts.  The perception of the project 

has not changed, it is a matter of time and natural progression that will perpetuate continued success for continued 

support for families and staff. 

   

Our overarching goals were to create an infrastructure and improve the approach for families at risk by:  

1. Identify (and track) families at risk 
2. Identify family goals and needs 
3. Match goals/needs with resources 
4. Support families to engage with resources  

 

Collaboration through our MDCT is a strong point of our work and continuing these is a goal that we are constantly 

meeting.  The goals that were essentially unmet but ongoing are outside collaboration with other organizations.  We are 

currently on the cusp of having external MDCT meetings with the parties best suited to clinic needs.   

 

Maintaining this collaborative effort remains one of our main goals for our clinic moving forward.  

 

Providers are buying in to the value of our team and contributing more patients to our lists, which will become a 

problem without the sustainability in terms of financing future work; the support for our providers/patients will fall off 

come January 1, at a time when we anticipate that most providers will fully be utilizing the IDN team, which could lead 

to lapses in follow up if we do not have funding to continue.  

 

 

Our clinicians and support staff seem supportive of our team as they learn more about what  we can do.  The team has 

created a strong foundation to help identify patients and teams in need of more services and attention.   

IDN Project Components 

15. Do you feel you successfully implemented and improved these component? 
1. Is there further implementation/improvement to do? 
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16. What barriers made it difficult to achieve or fully implement this component? What barriers will prevent 
sustainability (financial, leadership support, culture, staff, relationships, resources, other)? 

17. Was implementing this component valuable to how you care for patients and why? 
18. Did implementing this component enhance your professional satisfaction and relationships with coworkers, why? 
19. Are there adjustments needed to make this component more valuable? Could these components be synchronized 

with other organization initiatives?  
20. Are there materials missing or needing to be updated to complete the implementation (e.g., process flows, 

protocols, etc.)? 
CCSA - 

MDCT Yes, internally and with family resource centers; the hope is that building this robust 

interactions will bring more value to our team’s work to other community organizations to 

then also allow mental health groups to join into these meetings. COVID is a big barrier in this 

regard. I think this is immensely valuable to patient care because it allows us to keep close 

tabs on high risk patients and brainstorm together to problem solve situations that we would 

otherwise just overthink. I think these meetings enhanced my professional satisfaction 

because it provides a setting where we can all problem solve together and come up with the 

best solutions possible for us in that moment in time. I think I would find even more value if 

we could meet with all of the providers in clinic so they could see what happens and how 

these meetings are valuable. We are constantly improving our process flow, so I don’t see a 

significant need to change anything for complete implementation.  Some barriers we faced 

even pre-covid was outside organizations capacity to be able to support extra patient 

meetings.  Our team did however act appropriately and utilized the available resources to 

hold collaborative meetings and assist with identifying the patients in need.  

SCP Partially - We have integrated this structure into our tracking and eventually may use in eDH 

or CMT.  It is a helpful format for discussion and will see in the future about using it as a tool 

for asynchronous communication.  This is another area for improvement but the potential is 

there once we successfully have families wanting this type of service.     

Integration Workflow Partially – we have a number of workflows that we have developed and will continue to 

refine over time.   

Project Process 

21. What went well? 
22. Were there project or change management pieces missing which would have better supported meeting the goals? 
23. Is there anything you would have done differently? 
Project Planning It would have been much better to be a part of this project from the outset as we really 

didn’t have sufficient time to plan before being asked for outputs.  

Project Implementation Our initial focus was on replicating what was done at other sites (due to the shortened 

timeline described above).  Once we shifted the focus to our patients/team needs and what 

works we did an amazing job of ramping up fast and identifying future potential.  

Project Improvement For Project improvement, our team was very able to take life in stride and adjust to meet 

patient needs. I don’t feel as though anyone anticipated COVID, but I almost feel as though 

we adapted quickly to help patients, providers, and our team in integrating the team into 



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 48 
 

patient care.  I think we actually ended up in a better place due to covid because that is when 

we shifted the focus to meeting our own clinic/patient needs. 

Transition Planning 

24. Are there actions/resources you need from the IDN administration for transitioning? 
25. Are there actions/resources you need from your regional partners before transitioning (healthcare provider, 

behavioral health provider, community support agency, other)? 
26. Are there actions/resources you need on a state level before transitioning (DHHS, other IDNS, other)? 
We do need some funding to be able to continue, wherever that comes from.   

 

Open communication about statewide initiatives for sustainability.  Community agencies allocating resources for 

collaborative efforts as we transition to a more diverse wraparound care system.  

 

Continued funding as it would be my speculation that we have a lot of beneficial project work that may fall to the 

wayside.   
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The Dartmouth Hitchcock Pediatric team will be participating in the B1 contract extensions for the 2021 

calendar year. The extension enabled the team to retain both their care team coordinator  and 

community health worker. The team is appreciative of this funding as they believe both positions are 

valuable to improved patient care and provider satisfaction. One primary care provider has reported they 

feel comfortable going on vacation as they feel the system they have built will prevent their patients from 

falling through the cracks in their absence.  

B1 Valley Regional Hospital Primary Care Practice (VRH)  

Current State: July 1, 2020 – December 31, 2020 

The Valley Regional Hospital team continues deploy the Comprehensive Core Standardized 

Assessment (CCSA) and conduct the Multidisciplinary Care Team Meetings (MDCT) with Shared Care Plans 

(SCP). They continue to build their partnerships with external organizations. With the ongoing pressure 

and demand on the clinics due to Covid, one of the practices began to fall away from the designed 

process for the CCSA. When the project team met in October the occurrence was disclosed, leadership 

worked with the practice to get the process back on track. Additionally, the project team is working on 

updating their CCSA with additional evidence based questions they feel will help to better indicate what 

resources the patient needs and make their screening and follow-up process more efficient. The new 

version is planned to be finalized and implemented in 2021. 

During the reporting period they conducted what they refer to as a “Mega MDCT” for a pediatric 

case which involved over five external partners including the school. The VRH team members reported 

this as valuable as it allowed for the deduplication of efforts and allowed for better coordination across 

the multiple entities. With ongoing clinical challenges with Covid-19, the team has experienced a 

decrease in new cases presented at the Multi-Disciplinary Care Team. This is likely due to the resource 

constraint in the outpatient setting, as well as a focus on their mega MDCT. The data table below shows 

their MDCT and SCPs for the year.  
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The VRH team continued to collect the results of their CCSA in a registry. This has allowed them 

to track data and progress on a patient level, while also allowing them to review it on a population health 

level. The team has not yet determined formal plans for utilizing the data for population health, however 

they have identified it as a long term goal. As they are able, they do share the data with their community 

partners. The data from the registry can be found below. They present in tables collated by adult CCSA 

results, parent CCSA results and youth CCSAs results.  
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Table 1 – Overall: See Zoomed sections on next page 

 

Table 1 – Cut in half, left side 
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Table 1 – Cut in half, right side  

 

Table 2 - Overview 
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Table 2 – Cut in half, left side 

 

 

Table 2 – Cut in half, right side 
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The VRH team completed the A3 (above) as well as created a playbook which represents a 

collation of all their work over the project term. The documents are below, excluding a portion of the 

playbook due to the length. Included for the playbook is the table of contents outlining what they 

included.  
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The VRH team will be continuing with the Region 1 IDN extended B1 2021 contract. The team will 

continue to focus on improvement of all IDN project elements as well as continued focus on long  term 

program sustainability. The team plans on meeting early on with the team at West Central Behavioral 

Health to develop a plan on continued improvement in communication and process and how they can 

financially sustain the work port IDN funding.  

 

B1 Cheshire Medical Center (CMC) Adult Primary Care Practice /Monadnock Family 

Services (MFS) bi-directional Integrated Care Project Updates  

Historical Context:  A collaborative bi-directional integration pilot housed at Monadnock Family 

Services (MFS) with support from Cheshire Medical Center (CMC) Primary Care. This project focuses on 

bidirectional integration with embedded primary care services available at MFS for their highest acuity 

patients. The project team began meeting in the summer of 2018. After hiring an APRN for the MFS clinic 

and finishing necessary environmental needs began seeing patient in April of 2019.  
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Current State: July 1, 2020 – December 31, 2020 

The focus of the reporting period for the team was to continue to work towards sustainability and find 

data which would support the ongoing involvement of the program. The Community Mental Health 

Center (CMHC) Monadnock Family Services (MFS) has found the program to be very valuable as it allows 

them to have the integration with the onsite primary care provider. As the team reflected this period and 

completed their evaluation worksheet (below), one ongoing challenge they identified was how to better 

connect back with the primary care team at Cheshire Medical Center. The objectives originally set out by 

the team are outlined in the worksheet with notes indicating their ongoing process on the objective. 

Although the embedded primary care provider at MFS was a CMC employee, they had very little 

scheduled time at the organization. This led to the underdevelopment of relationships for the provider 

within CMC and ultimately caused a strain on clear communication. The team highlighted this as a goal 

for improvement in the New Year. In the latter half of the period, senior leaders from both organizations 

continued to discuss the sustainability of the program. Without support of an alternative payment model 

to continue the position sustainability, the primary care position embedded within the CMHC will 

transition into a part time position in the New Year, this is based mainly on the patient case load the 

provider has been holding steadily for the final few months of the year. Additionally, the team completed 

an A3 which highlighted their program implementation and improvement (below). 

Goals  

27. What where your original goals and expectations for the project? 
28. Has your perception of the project changed overtime and did your goals changed as a result? 
29. What goals were met/unmet (speak to goals which have progressed but have not fully been met)? 
30. Do you have new or additional goals in achieving further integration? 
31. Where/are your goals supported across your organization (clinicians, support staff, financial, management)? 

Our original goals as developed in the Project Charter: 

Objective 1: Create, test and refine a co-located “reverse integration” Health Home Model that integrates 
professional disciplines and shared resources, with clients and their families, intended to afford the best possible 

health outcome.  Results: Goal met, CMC hired the provider and he began seeing patients the middle of April 
2020. For the period April 2019 – June 2020 services were provided to 166 unique clients, resulting in a total of 

2,671 encounters. Because of Covid-19 how services were delivered change drastically beginning in March 2020. 
Many appointments were held via telehealth.  In addition, based on the severity of the situation, Chris began 

offering home visits. The provider used a specific algorithm to determine if a home visit was necessary.  When 
they occurred, at times he would be accompanied by either the nurse or MFS Case Manager, other times Chris 

would do the home visit alone. With Chris embedded at MFS, there has been very good coordination with the 
clinical teams at MFS and CMC family practice. Chris’s approach is positive and supportive, he has the ability to 

meet people where they are at, not pass judgement and thereby create a supportive, positive relationship with 

the clients. 
 

Objective 2: Assure that every individual in the Health Home has a comprehensive plan of care that effectively 
addresses their physical and behavioral health needs with a coordinated approach. Results:   Partially met via the 

CMT shared care plan, as of reporting date there are 46 clients in CMT however only one that has a shared care 
plan active.  What has been most effective for coordinating care between CMC and MFS has been Chris’ 

participation in treatment team meetings with the MFS providers and his being a conduit of communication to 
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CMC primary care providers. Chris has viewing access to the MFS EMR and our providers have reading rights to 
the CMC EPIC. Monthly MDCT meetings were happening pre-Covid, since March these meetings have not 

occurred.  Efforts will be made to reestablish these meetings for the final three months of the project.  
 

Objective 3: Assist individuals in the Health Home with acquiring skills for managing their chronic illnesses in ways 
that reduce unnecessary emergency care and inpatient hospitalization, to be accomplished by a combination of 

lifestyle coaching, building self-management skills, greater peer supports, and coordination of primary care and 
behavioral health service delivery.  Results: Goal Met- for clients that are seeing Chris, we have added the 

medical component to the ISP (individual service plan) at MFS. The ISP comprehensively addresses behavioral 
and medical health needs and identifies specific service providers and goals to address skill acquisition related to 

management of their chronic health conditions.   

 
Objective 4: Continuously improve client and staff experience (satisfaction and quality). Results: Between Jan-

march 2020 a client satisfaction survey was distributed to the client. 28 clients completed the s urvey with 95% 
responding either excellent/very good to “how satisfied are you with the amount of time Chris Polich spent with 

you”, 92% rated the overall care received as excellent and 80% indicted they would most likely have done 
nothing if they were unable to see Chris.  Staff surveys were completed during this same period of time, 

surveying MFS and CMC staff.  Results reflect that MFS staff were much more knowledgeable abo the project 
than CMC staff, overall MFS scores were higher than CMC staff scores,  and more CMC staff answered “does not 

apply” to questions than MFS staff. See attached slides for complete details of the staff and client survey results. 
In addition to this specific survey results, CMC Patient Experience result revealed several patients getting better 

care because of services at MFS.    

  
Objective 5: Utilize the Region 1 shared IT platform to ensure coordinated care and communication across partners 

and care sites. Results: CMT shared care plan, as of reporting date there are 46 clients in CMT however only one 
that has a shared care plan active.   With the one shared care plan that was uploaded it was apparent that this 

process would be very time consuming.  Several meetings with all treatment providers and client were necessary 
to finalize the shared care plan. The Project Manager who is also the healthcare provider was charged with 

leaning this process.  Given his lack of experience and unfamiliarity with the platform, it also created challenges 
to meet requirements.  It is specifically noted that uploading clients in the system and develop shared care plans 

that are meaningful was challenging.  There has been a steep learning curve to use the system effectively for the 

staff uploading the data and teaching other departments at CMC to us e the system.  
 

Objective 6: Evaluate the project so that outcomes and lessons learned can be used to justify future replication and 
to advocate for payment reforms that could sustain this approach to Coordinated Care Practice. Results: Minimal 

attention was given to this throughout the course of the project.  As we near the end, the project team is 
working to identify successes and lessons learned which can be found below.  

 
Objective 7: Improving health outcomes  

              •  Reducing ED visits  
              • Reduce hypertension rates  

              • Reduce uncontrolled diabetes rates  

              • Increase screening rates: colon cancer, mammography, immunizations (flu, pneumonia, tetanus, etc.)  
Results: Upon provider hiring identification of these specific metrics were established. Unfortunately due to a 

lack of capacity and coordination with the Informatics team at CMC the project team has not received data on 
these specific metrics.  
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IDN Project Components 

32. Do you feel you successfully implemented and improved these component? 
o Is there further implementation/improvement to do? 

- What barriers made it difficult to achieve or fully implement this component? What barriers will prevent 
sustainability (financial, leadership support, culture, staff, relationships, resources, other)? 

- Was implementing this component valuable to how you care for patients and why? 
- Did implementing this component enhance your professional satisfaction and relationships with coworkers, why? 
- Are there adjustments needed to make this component more valuable? Could these components be synchronized 

with other organization initiatives?  
- Are there materials missing or needing to be updated to complete the implementation (e.g., process flows, 

protocols, etc.)? 
 

There are many highlights and identification of several challenges in assessing the project over the duration.  Though 

the project was scheduled to begin much earlier, because of the delay in hiring a provider and setting up the clinic 

space at the MFS building, the provider did not begin seeing patients until mid-April 2019. As with any new program, 

there was a ramp up of services.  See attached spreadsheet for a summary of clients serviced from April 2019 – June 

2020.  During this period of time, services were provided to 166 unique clients; receiving a total of 2,671 encounters.  

 

Positives: 

 Identified intent to make services meaningful and useful to the clients – goal accomplished 

 Clinic set up worked well, space was comfortable and inviting to clients 
 Chris-the right person to work with the MFS clients; his approach is positive and engaging  

 Being co-located with Genoa Pharmacy; positive working relationship with Kelly/pharmacist  
 Access to EPIC worked well, sometimes internet connection was challenging 

 MFS administrative support valuable  
 Interaction between Chris and MFS clinical staff was valuable 

 Increase accessibility for clients  
 Monthly census use; billing for services  

 

Challenges/barriers: 

 Having a provider also responsible for the project management tasks did not work as planned when we put the 
proposal together. 

 Provider connection and collaboration between Chris and providers at CMC, takes more time to establish 
working relationship since Chris was new to the system and the job 

 Lack of clarity of role of Chris verses clinic providers: having clarity on roles responsibilities in writing in advance 
would have been helpful 

 Process for getting supplies for MFS clinic site 

 CMC Leadership changes caused delays and confusion regarding implementation of this project 
 Intent of metrics monitoring: though we identified several key metrics, we were unable to create a registry.  
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 Should have included the CMC Informatics team in our process for identifying metrics and data collection needs.  
 Did we utilize the staff of the IDN to help with our challenges?  We could have asked them for assistance more 

than we did.  
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All Cheshire Primary Care B1 Implementation Progress:  

Current State: July 1, 2020 – December 31, 2020 

One significant change over the reporting period was the transition of the Multi-Disciplinary Care 

Team meetings from being held and conducted at Monadnock Family Services to Cheshire Medical 

Center. After further evaluation and discussion, it was determined that the meetings although valuable, 

could be better supported at Cheshire Medical Center. The coordination and leadership of the MDCT was 

taken over by one of the Behavioral Health Clinicians. Over the course of the reporting period, the team 

created a process, identified and engaged a primary care provider, and conducted twice monthly 

meetings. The process map for the MDCT and SCP can be found below. Additionally, with the patients 

that were first selected, they evolved to include an enhanced care team coordinator from the Co-Pilot 

team as they were also working with the patient. The primary care provider has found the meetings 

greatly valuable in better coordinating her patients care. An additional psychiatrist has engaged in the 

meetings and has been attending regularly. As the team has grown their MDCT, they conducted an 

evaluation exercise (below) in early December and planned a PDSA. In the change of the New Year 

however, several personnel changes at Monadnock Family Services resulted in a pause of the PDSA. The 

BHC plans one reengaging in the New Year. The team plans on working with other community agencies 

including Phoenix House.  
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During the reporting period, Cheshire was able to upgrade the technology infrastructure at their 

two satellite clinics. With the upgrade, the clinics will now be able to utilize tablets to distribute the CCSA 

as well as better engage in behavioral health services. The Cheshire organization plans to allow for tele 

visits to the clinic and deploy the Collaborative Care integration model there as well.  

 The Cheshire primary care clinics continue to be challenged by the pandemic. Their clinical 

resources continue to be constrained and as a result they are not able to screen as much as prior to the 

pandemic. They continue to work on having patient’s complete screening using my-DH prior to coming 

into their appointments. Cheshire Medical Center will as well be implementing the updated Adult 

Screener in replace of the CCSA they are currently using.  

 The bi-directional project continued to work on improvement of their model, with focus on 

collecting and interpreting data to show effectiveness. The project team completed the evaluation 

worksheet as well as the A3 (below) to showcase the accomplishments of the program and the lessons 

learned. At the close of the reporting period however, leadership from both organizations had 

determined based on the current information they have, they could not maintain a fulltime APRN 

position. Cheshire will look to scale the position back to part time until they are able to better financially 

sustain a full time position. The Cheshire administration will look to sustain the part time APRN position, 

the community health worker position and the behavioral health clinician position. As the team continues 

onto the B1 contract extensions, focus will be on improving and scaling the MDCT as well as the Adult 

Screener.  
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.  

Goals  
- What where your original goals and expectations for the project? 
- Has your perception of the project changed overtime and did your goals changed as a result? 
- What goals were met/unmet (speak to goals which have progressed but have not fully been met)? 
- Do you have new or additional goals in achieving further integration? 
- Where/are your goals supported across your organization (clinicians, support staff, financial, management)? 

Our original goals as developed in the Project Charter: 
Objective 1: Create, test and refine a co-located “reverse integration” Health Home Model that integrates 

professional disciplines and shared resources, with clients and their families, intended to afford the best possible 
health outcome.  Results: Goal met, CMC hired the provider and he began seeing patients the middle of April 

2020. For the period April 2019 – June 2020 services were provided to 166 unique clients, resulting in a total of 

2,671 encounters. Because of Covid-19 how services were delivered change drastically beginning in March 2020. 
Many appointments were held via telehealth.  In addition, based on the severity of the situation, Chris began 

offering home visits. The provider used a specific algorithm to determine if a home visit was necessary.  When 
they occurred, at times he would be accompanied by either the nurse or MFS Case Manager, other times Chris 

would do the home visit alone. With Chris embedded at MFS, there has been very good coordination with the 
clinical teams at MFS and CMC family practice. Chris’s approach is positive and supportive, he has the ability to 

meet people where they are at, not pass judgement and thereby create a supportive, positive relationship with 
the clients. 

 

Objective 2: Assure that every individual in the Health Home has a comprehensive plan of care that effectively 
addresses their physical and behavioral health needs with a coordinated approach. Results:   Partially met via the 

CMT shared care plan, as of reporting date there are 46 clients in CMT however only one that has a shared care 
plan active.  What has been most effective for coordinating care between CMC and MFS has been Chris’ 

participation in treatment team meetings with the MFS providers and his being a conduit of communication to 
CMC primary care providers. Chris has viewing access to the MFS EMR and our providers have reading rights to 

the CMC EPIC. Monthly MDCT meetings were happening pre-Covid, since March these meetings have not 
occurred.  Efforts will be made to reestablish these meetings for the final three months of the project.  

 
Objective 3: Assist individuals in the Health Home with acquiring skills for managing their chronic illnesses in ways 

that reduce unnecessary emergency care and inpatient hospitalization, to be accomplished by a combination of 

lifestyle coaching, building self-management skills, greater peer supports, and coordination of primary care and 
behavioral health service delivery.  Results: Goal Met- for clients that are seeing Chris, we have added the 

medical component to the ISP (individual service plan) at MFS. The ISP comprehensively addresses behavioral 
and medical health needs and identifies specific service providers and goals to address skill acquisition related to 

management of their chronic health conditions.   
 

Objective 4: Continuously improve client and staff experience (satisfaction and quality). Results: Between Jan-
march 2020 a client satisfaction survey was distributed to the client. 28 clients completed the survey with 95% 

responding either excellent/very good to “how satisfied are you with the amount of time Chris Polich spent with 
you”, 92% rated the overall care received as excellent and 80% indicted they would most likely have done 

nothing if they were unable to see Chris.  Staff surveys were completed during this same period of time, 
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surveying MFS and CMC staff.  Results reflect that MFS staff were much more knowledgeable abo the project 

than CMC staff, overall MFS scores were higher than CMC staff scores, and more CMC staff answered “does not 
apply” to questions than MFS staff. See attached slides for complete details of the staff and client survey results. 

In addition to this specific survey results, CMC Patient Experience result revealed several patients getting better 
care because of services at MFS.    

  
Objective 5: Utilize the Region 1 shared IT platform to ensure coordinated care and communication across partners 

and care sites. Results: CMT shared care plan, as of reporting date there are 46 clients in CMT however only one 

that has a shared care plan active.   With the one shared care plan that was uploaded it was apparent that this 
process would be very time consuming.  Several meetings with all treatment pro viders and client were necessary 

to finalize the shared care plan. The Project Manager who is also the healthcare provider was charged with 
leaning this process.  Given his lack of experience and unfamiliarity with the platform, it also created challenges 

to meet requirements.  It is specifically noted that uploading clients in the system and develop shared care plans 
that are meaningful was challenging.  There has been a steep learning curve to use the system effectively for the 

staff uploading the data and teaching other departments at CMC to use the system.   
 

Objective 6: Evaluate the project so that outcomes and lessons learned can be used to justify future replication and 
to advocate for payment reforms that could sustain this approach to Coordinated Care Practice. Results: Minimal 

attention was given to this throughout the course of the project.  As we near the end, the project team is 

working to identify successes and lessons learned which can be found below.  
 

Objective 7: Improving health outcomes  
              •  Reducing ED visits  

              • Reduce hypertension rates  
              • Reduce uncontrolled diabetes rates  

              • Increase screening rates: colon cancer, mammography, immunizations (flu, pneumonia, tetanus, etc.)  
Results: Upon provider hiring identification of these specific metrics were established. Unfortunately due to a 

lack of capacity and coordination with the Informatics team at CMC the project team has not received data on 

these specific metrics.  
 

IDN Project Components 
- Do you feel you successfully implemented and improved these component? 

o Is there further implementation/improvement to do? 
- What barriers made it difficult to achieve or fully implement this component? What barriers will prevent 

sustainability (financial, leadership support, culture, staff, relationships, resources, other)? 
- Was implementing this component valuable to how you care for patients and why? 
- Did implementing this component enhance your professional satisfaction and relationships with coworkers, why? 
- Are there adjustments needed to make this component more valuable? Could these components be synchronized 

with other organization initiatives?  
- Are there materials missing or needing to be updated to complete the implementation (e.g., process flows, 

protocols, etc.)? 
 
There are many highlights and identification of several challenges in assessing the project over the duration.  Though 
the project was scheduled to begin much earlier, because of the delay in hiring a provider and setting up th e clinic 
space at the MFS building, the provider did not begin seeing patients until mid -April 2019. As with any new program, 
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there was a ramp up of services.  See attached spreadsheet for a summary of clients serviced from April 2019 – June 
2020.  During this period of time, services were provided to 166 unique clients; receiving a total of 2,671 encounters.  
 
Positives: 

 Identified intent to make services meaningful and useful to the clients – goal accomplished 

 Clinic set up worked well, space was comfortable and inviting to clients 
 Chris-the right person to work with the MFS clients; his approach is positive and engaging 

 Being co-located with Genoa Pharmacy; positive working relationship with Kelly/pharmacist 
 Access to EPIC worked well, sometimes internet connection was challenging 

 MFS administrative support valuable  
 Interaction between Chris and MFS clinical staff was valuable 

 Increase accessibility for clients  
 Monthly census use; billing for services  

 
Challenges/barriers: 

 Having a provider also responsible for the project management tasks did not work as planned when we put 
the proposal together. 

 Provider connection and collaboration between Chris and providers at CMC, takes more time to establish 
working relationship since Chris was new to the system and the job 

 Lack of clarity of role of Chris verses clinic providers: having clarity on roles responsibilities in writing in 
advance would have been helpful 

 Process for getting supplies for MFS clinic site 

 CMC Leadership changes caused delays and confusion regarding implementation of this project 
 Intent of metrics monitoring: though we identified several key metrics, we were unable to create a registry.  

 Should have included the CMC Informatics team in our process for identifying metrics and data collection 
needs.  

 Did we utilize the staff of the IDN to help with our challenges?  We could have asked them for assistance more 
than we did.  

  
Sustainable: 

 Unclear what the productivity expectation is for this clinic to be sustainable.  Should have known this on the 
front end so we know what we are shooting for.  
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B1 Newport Health Center (NHC) Coordinated Care Project Updates  

Project Overview  

 The Newport Health Center Pediatrics team launched officially in early summer, 2018 with a small 

core team supported by the site MSW, Administrative support and Pediatrician. 

 After meeting the coordinated care designation requirements for the pediatric practice, Newport 

Health Center completed the spread of to all adult providers in the summer of 2019.  

 

Current State: July 1, 2020 – December 31, 2020 

During the reporting period, the project team continued to face impacts related to pandemic response. 

Additionally, the organization underwent an electronic health record conversion to Epic to better 

integrate with the Dartmouth Hitchcock Medical Center system. This transition paused project work for 

about a month. The team met once every two weeks and the larger team met once a month. Additionally, 

the team continued to hold a once monthly Multi-Disciplinary care team meeting. One MDCT case in 

particular saw eight partners at the table to support the coordinat ion of care for a pediatric patient. The 

team reported that this experience was not only valuable for the patient’s needs (patient was included in 

the MDCT) but it supported the building of relationships between organizations. 

During the period the project team completed a “playbook” which is a compilation of all their work as 

well as an A3. Both documents are below, however due to the length of the playbook (119 pages) only 

the table of contents are provided.  Two tables which have been pulled out below from the A3 include 

comparison charts based on CCSA data for 2019 and 2020. The first data looking at the youth assessment 

and the mental behavioral health screens shows increased rate for all in 2020.  In the second table which 

compares social determinants of health and mental/behavioral health results for the adult screen shows a 

decrease across assessment answers. Similar results were reported when comparing to Valley Regional 

Hospitals data. Uncertain of the causation, the IDN administration team is looking closer at the raw data.  

 

In February, 2021 the New London Hospital team notified the IDN leadership that given ongoing staffing 

constraints and conflicting internal organization priorities they would be unable to continue with IDN1 

funded B1 project work in CY2021.  
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The Newport Health project team continued to collect CCSA data within their registry. This contributed to the tables above based on the data 

tables below. As the team finishes transitioning to Epic, they will have the ability to transition from paper CCSAs to the Adult screener via a tables. 

The transition will allow them to capture the data within the EHR system, eliminating the extra personnel time recoding the data into a registry. 
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The clinic is looking to transition to the new screener in the beginning of the New Year. Unfortunately the community health worker  located at 

Newport Health Center transitioned jobs, and the hospital has not yet determined if they will be able to financially sustain the position after IDN 

funding ends.  

 

 

B1 Monadnock Community Hospital (MCH) Updates 

Project Overview  

 The MCH project team began meeting in early summer, 2018.  

 In early spring of 2019, the team experienced several leadership changes resulting in a stall of forward movement. In late spring the team 

reconvened under new leadership with the addition of primary care team staff from both implementation sites of Jaffrey and Ridge clinics. 

The team has since included a third satellite site, New Ipswich. 

 

Current State: July 1, 2020 – December 31, 2020 

The Monadnock team entered the reporting period with establishing a new project team after losing much of the previous project tea m either to 

personnel being furloughed or resigning. While the team regularly met for once monthly meetings, progress on any of the core requirements for 

the IDN work struggled greatly. The team was able to redeploy the paper CCSA in one outpatient clinic, however they met several challenges in 

consistently deploying it. Additionally, they were unable to continue to have MDCTs on a monthly bases.  

The team had ongoing conversations when they met about opportunities to improve their behavioral health integration efforts within the satellite 

clinics. They reviewed several models and leadership reached out to other regional partners. The team now has future goals, when they are able 

to refocus their efforts. As one of the ongoing challenges for Monadnock was lack of staffing, they did move forward in building a relationship with 

the University of New Hampshire’s Master of Social Work internship program at this time. Their goal continues to be that through taking on 

interns they are hoping that they will be able to attract more clinical talent to the organization.  

Given the significant impacts to the organization as the IDN administrative team engaged in meetings throughout the fall around continued 

project work in CY2021 the tough decision was made by the executive leadership at Monadnock Community Hospital that they simply did not have 

the bandwidth or the appropriate staffing in place to continue with project work. Over a series of meetings the IDN leadership team worked on 

close out activities with the team at MCH and formally disengaged with the project in December, 2020. MCH remains an IDN partner and we hope 
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that once the organization is able to stabilize their staffing and funding impacts due to the pandemic that they will resume some of the behavioral 

health integration work they had undertaken during the IDN program.  

 

B1 Alice Peck Day Memorial Hospital Primary Care Coordinated Care Project Updates  

Project Overview 

 The team began meeting bi-weekly in the early fall of 2018.  

 In May of 2019 the APD team underwent a system wide EHR conversion, onboarding to the DHMC Epic platform. Progress on their work 

to implement the CCSA and other CCD components were slow until they were able to go through the event.  

 The team proposed to follow the AIMS center collaborative care model and after careful consideration moved to adoption of the full DH 

CCSA in EPIC in June, 2019  

 

Current State: July 1, 2020 – December 31, 2020  

The Alice Peck Day team continued to focus on sustainability efforts while also working on evaluation of their B1 work thus far. Having committed 

early to sustaining their behavioral health clinician, the B1 extension dollars will help to support bringing on an additional BHC in the New Year. 

The team continues to feel the strain in their clinic due to the pandemic, and have several positions open leading to other roles having to fill in. 

This has impacted how many resources they can devote to meetings and how often they are able to all meet with the IDN administration, 

however they were able to keep us regularly updated while continuing to work on internal improvement. Alice Peck Day will be implementing the 

Adult Screener’s developed by the Dartmouth health system partners, with representation during the content creation from the APD team. The 

implementation is schedule for the beginning of the New Year. Additionally, the team maintain MDCT meetings, primarily meeting with 

representatives from West Central Behavioral Health. Due to their resource constraint, they have been unable to scale to other external partners 

and additional patients.  

The team over the course of the reporting period additionally completed the worksheet evaluation and A3 (below). The teams continued goal is to 

fully implement the Collaborative Care model, and with new developments within the Dartmouth system of resource onboarding, t he team expect 

to be able to move forward with that goal. Additionally, the team has always appreciated the resource of the Integrated Delivery Network, and is 

an ongoing advocate for how to continuously maintain the open dialog and shared learning across health care organizations in the region. The 

APD team plans to continue with the IDN work through the B1 2021 contract extension.  
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Goals  

- What were your original goals and expectations for the project? 
- Has your perception of the project changed over time and did your goals change as a result? 
- What goals were met/unmet (speak to goals which have progressed but have not fully been met)? 
- Do you have new or additional goals in achieving further integration? 
- Where/are your goals supported across your organization (clinicians, support staff, financial, management)? 

APD’s original goals and expectations for the project were to accomplish the planned project objectives (hire BHC, 

implement CCSA, screen patients, and initiate MDCT meetings). While these objectives were met, the organizational 

task of implementing a new electronic health record, an intentional delay in implementation of the CCSA screener until 

a BHC resource was hired, a small cohort of patients, and the onset of a public health crisis have been barriers in 

achieving an integrated clinic that meets the project team’s expectations. “We’re doing it, but we have more to do”.  

 

New goals: optimization of the CCSA screener, including additional SDOH questions, and spreading across all patient 

populations at APD. 

 

IDN Project Components 

- Do you feel you successfully implemented and improved these component? 
o Is there further implementation/improvement to do? 

- What barriers made it difficult to achieve or fully implement this component? What barriers will prevent 
sustainability (financial, leadership support, culture, staff, relationships, resources, other)? 

- Was implementing this component valuable to how you care for patients and why? 
- Did implementing this component enhance your professional satisfaction and relationships with coworkers, 

why? 
- Are there adjustments needed to make this component more valuable? Could these components be 

synchronized with other organization initiatives?  
- Are there materials missing or needing to be updated to complete the implementation (e.g., process flows, 

protocols, etc.)? 
CCSA CCSA was successfully implemented, but there are areas of improvement within the clinic 

and at a system level that are currently being addressed.  
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MDCT MDCT was successfully implemented, but improvements are needed:  

1. There are some participating agencies are not involved that would be beneficial to 
the team if they attended. 

2. Work towards a structured meeting for the MDCT’s rather than general check-ins.  
3. Reinforcement with our (APD’s) providers of the need for them to be involved. 

SCP SCP was implemented, but as it is outside of the current EMR, it has been burdensome. 

Updating the Shared Care Plan can be time consuming and without admin support, reduces 

BHC clinical availability.  Our experiences are that others are not regularly using or 

referencing the SCP. Additionally, we have found that it is very rare that our patients are 

going to a hospital that isn’t on our EMR (Valley Regional). 

Integration Workflow CCSA has allowed flow staff to ask the questions that need to be asked. Due to the current 

public health crisis, there have been gaps where the CCSA wasn’t reviewed or completed 

(patient refused tablet, refused questionnaire in exam room). Future areas of improvement 

would be to better define interventions/counseling for utilization. 

Project Process 

- What went well? 
- Were there project or change management pieces missing which would have better supported meeting the 

goals? 
- Is there anything you would have done differently? 

Project Planning It was very helpful to have the external resources from IDN to assist with project 

management and timeline management. 

Project Implementation Much of the work hinged on the recruitment of a behavioral health counselor; it was difficult 

to make gains until the resource was hired. Additionally, resources were limited in order to 

support a new EHR implementation, the required training, and post go-live optimization 

Project Improvement Because the population was limited to Medicaid (i.e. small weekly volume), and also 

disruption of a public health crisis, improvement efforts were limited. 

Transition Planning 

- Are there actions/resources you need from the IDN administration for transitioning? 
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- Are there actions/resources you need from your regional partners before transitioning (healthcare provider, 
behavioral health provider, community support agency, other)? 

- Are there actions/resources you need on a state level before transitioning (DHHS, other IDNS, other)? 
The greatest concern with the closing of the IDN project is the incentive and reinforcement for other agencies to 

prioritize engagement and collaboration. Mechanisms that allows for prioritization (local forum, system prioritization, 

etc.) are needed. 

 

 

B1 Support Partners:  
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Phoenix House 

The IDN1 admin team met with Phoenix House (Keene), which provides outpatient and inpatient SUD treatment services, leadership in June, 2018 

to address coordination with the B1 project. Given limited numbers of Medicaid members seen, and the spread of patients across the Keene and 

Dublin sites, the IDN1 admin team is having ongoing conversations in how the organizations can support the B1 teams in the region. Phoenix 

House is already aligned with MFS/CMC on a HRSA SUD grant, so it will be directly involved as a support for the B1 work as well and the CMC team 

will look to onboard them to the MDCT in the new year. Phoenix House will continue to be an active partner in the Keene region but will not be 

formally funded under the B1 program in CY2021 due to IDN administration budget restrictions. 

 

Counseling Associates (CA) 
Counseling Associates began their B1 support with a contractual relationship with VRH. With the growth of the regional B1 project work and need 

for behavioral health access, the IDN administration restructured their contracts to directly fund Counseling Associates for B1 support to multiple 

primary care agencies, therefore removing them as a subcontractor of VRH. The IDN held a support contract directly with Counseling Associates 

running through 12/31/20 and will continue into 2021 with the B1 contract extension. Counseling associates is now actively involved with Valley 

Region Hospital, Newport Health Center, and Alice Peck Day. The organization has been actively deploying the CCSA for a couple of years. 

Counseling Associates staff have also been active members of the E5 Sullivan County Complex Care team having presented several de-identified 

cases. During COVID-19 quarantine the organization restructured appointments to telehealth only however maintained active communication 

with all B1 sites in ensuring continuity of patient care.    

West Central Behavioral Health (WCBH) 
West Central Behavioral Health originally started their work in partnership with the DHMC Heater Rd. team. Similar to CA’s expansion of services, 

WCBH quickly began partnerships with other B1 teams to better support the coordination of care and access with behavioral health services. As 

result, WCBH became another B1 supporting contract receiving funding for increase capacity to serve the B1 teams. They will continue with the 

contract into 2021 with the contract extensions. WCBH now sits at the MDCT tables for Valley Regional Hospital, Newport Health Center, Alice 

Peck Day and all three Dartmouth Hitchcock teams. WCBH has met the requirements for distributing the CCSA for a couple of years. Staff of WCBH 

have also been a regular member of the E5 Sullivan County Complex Care Team, having presented several de-identified cases. COVID-19 response 

caused the organization to move much of their services to telehealth, however due to limited technology had challenges with access to care. The 

organization continued to meet with some clients in person and out in the community. They currently are challenged with staffing shortages and 

the ability to increase services to new referrals. WCBH has opened the center back up for in person visits while also providing telehealth visits.  

Monadnock Family Services (MFS) 
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Monadnock Family services has been an active participant of the bi-directional B1 project in which a CMC APRN is embedded in their clinic to 

provide medical services to their patients. In addition, they are provided a B1 support contract in order to build capacity in meeting the behavioral 

health needs of the area. MFS has implemented the CCSA. As part of their agency pandemic response, MFS moved visits where appropriate to 

telehealth, providing in person visits to clients only when absolutely necessary such as for metabolic monitoring with psychotropic medication. The 

center has since open backed to in person visits while still supporting those who choose telehealth. MFS will be continuing with the IDN with the 

B1 contract extensions.  

 

Headrest 
Headrest has been an active participant with the IDN and B1 projects since the beginning of project implementation. They have had a close 

relationship with Alice Peck Day due to being located on the same campus. This has allowed then to work collaboratively on shared patients. 

Headrest leadership is actively working with the DHMC system to become a more active part of their MDCT meetings. The largest challenges has 

been ensuring their processes is compliant with 42CFR. Headrest will continue to be an active partner in the Lebanon region but will not be 

formally funded under the B1 program in CY2021 due to IDN administration budget restrictions. 
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Budget 
Provide a narrative and a brief project budget outlining actual expenditures and projected costs to support the community project which must 

include financial reporting. 

The budget table below is broken out by calendar year and the contracts have been staggered to reflect their end date and total spent vs. originally 
contracted. This new method of presenting the budget information simplifies the totals by project as they are tracked by grant year as well as contract 
year and now presents only the original contracted amount and the total invoiced.  
The final budget for each partner is refined through an iterative process as the IDN admin team balances attribution, available funds and helps each 

organization finalize its B1 scope of work and customize to the local environment.  IDN 1 also offer incentives to the Community Mental Health 

Centers and smaller Behavioral Health providers to participate in the local B1 projects including confirming position to receive referral, facilitating 

engagement on the MCDT and submitting required data for reporting.  

The budget table below includes total awards by organization site for the remaining year of project implementation expenditures through 2021 by 

CY. *Of note- as many of the B1 partners had a carryover amount of funds unexpended in the CY2019-2020 contract those funds have been 

incorporated in the 2021 award. 

 

DHMC Lebanon System Budget:The IDN 1 administration previously support the DHMC Lebanon system on a per project basis. In July of 2019 
with the contracting period, IDN 1 administration and DHMC Leadership agreed on a system level budget to better allocate positions for sustainability 
and to ensure a more efficient approach to tracking and use of funds. The table below reflects actuals for CY2020 that had previously not been reported 
in the July 31st SAR as the Jan-Jun, 2020 period had not closed at the time of submission. The total for the time periods reflects actual expenditures 
and the total award for CY2021.  

Valley Regional Hospital: 

Valley Regional Hospital will enter the new 2021 contact year with a total award of $88,533.53. The funding for the new CY2021 contract is entirely 
carryover funds from the CY2019-CY2020 project contract that the VRH team did not expend.  

CMC/MFS & CMC System: During the contracting period of July 1, 2019 through December 31, 2020 the addition of the IDN work with in CMC 
primary care greatly expanded. As a result the CMC budget now includes CMC primary care as well as the CMC/MFS bi-directional project budget. This 
approach allows for better tracking from a system perspective in allocating positions and resources. The table below reflects actuals for CY2020 that 
had previously not been reported in the July 31st SAR as the Jan-Jun, 2020 period had not closed at the time of submission. The total for the time 
periods reflects actual expenditures and the total award for CY2021.  
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Monadnock Community Hospital (MCH):  
During the period, Monadnock Community Hospital (MCH) continued to experience low personnel resources as reflected in the budget (salary line 
includes benefits) line items. Additionally, with the decrease in data reporting needs they underspent in the data and IT support line. MCH will not 
be continuing into the 2021 year and will be paying back unspent dollars in the amount of $39,076.86 to the IDN which have been reallocated for 
organizations continuing into the new contract year.  

 

Alice Peck Day (APD):  
Alice Peck Day will enter the new 2021 contact year with a total award of $38,385.29. The team has a carryover of CY2019-2020 contract funds in 

the amount of $37,241.18 that is included in the new total award.   

New London Hospital/Newport Health Center 
NLH will not be participating in the IDN project work in CY2021. They are paid in full for their 2020 contract.  

 

REDACTED TABLE 
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B1-10.  IDN Integrated Healthcare Project: Achievement of Coordinated Care Practice and 
Integrated Care Practice Designation 
Use the format below to identify the total number of practices/providers who have achieved designation as a Coordinated Care Practice or 
Integrated Care Practice. IDNs are expected to make continual progress toward achieving their projected number of designated Coordinated Care 
Practices and Integrated Care Practices.   

Achieved Total Goal 
Number 

Designated 

Baseline 
Designated 
12/31/18 

Number 
Designated 

6/30/19 

Number 
Designated 
12/31/19 

Number 
Designated 

6/30/20 

Number 
Designation 

12/31/20 

Coordinated 
Care Practice 

10 3 5 11 11 11 

Integrated Care 
Practice 

4 3 3 5 5 5 
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Projects C:  Care Transitions-Focused 

Narrative 
Provide a detailed narrative which describes the progress made during this reporting period.  

During the reporting period, the program team met regularly both with and without the IDN team. The internal team meets multiple times weekly 
to address clinical and ongoing process improvements. With IDN support the team met intending to provide shared learning and training. During 
these meetings, the team addressed ongoing challenges and opportunities for improvements. Much of the focus of the Co-Pilot team was 
navigating the necessary adaptations to delivering case management during the second wave of COVID-19. Half of the team worked remotely and 
switched to more phone based communication with clients which brought new challenges. The case managers reported ongoing challenges and 
offered shared solutions to getting back signed paperwork, connecting with socially isolated clients and many others.  

The IDN administration met with senior leadership about once monthly to discuss sustainability and evaluation of project work. Both organizations 
that hold funded staff are committed to sustaining all positions both within the Enhanced Care Coordination and Critical Time Intervention 
programs. They are looking at several resources for financial sustainability and will plan to roll the positions into new and ongoing work within 
each of the organizations. As the team continues to focus their efforts on sustainability, they are continuing to find new opportunities to allocate 
data that can showcase the effectiveness of the program. The three participating organizations (The Monadnock Collaborative, Monadnock Family 
Services, and Cheshire Medical Center) will continue to work together using program data to support the ongoing work. The administration began 
to shift their vision early in the reporting period from the silo of the project work, to expansion into the larger system. With the implementation 
of the “No Wrong Door” and “Care Pathway” work, they are looking to streamline efforts and eliminate redundancy. In early November, the Co-
Pilot team and IDN administration met to review the Evaluation Worksheet (below) and further debrief on the past few years of  work. The 
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comments included in the evaluation worksheet below are taken from members of the project on both sides of the clinical program and leadership 
of the affiliated organizations.  

The Co-Pilot IDN project concluded its project work with the IDN at the close of December, 2020. While they will not be an ongoing part of the IDN 
into 2021, they will continue the Co-Pilot work they have established.  

 
Goals  

- What were your original goals and expectations for the project? 
- Has your perception of the project changed over time and did your goals changed as a result? 
- What goals were met/unmet (speak to goals that have progressed but have not fully been met)? 
- Do you have new or additional goals for this work? 
- Where/are your goals supported across your organization (clinicians, support staff, financial, management)? 
According to the team charter written 10/12/2017 the goals of the project are: 

1. Streamline access to services, reduce ER readmissions, improved quality of life for patients, and improved 
individual and population-level health indicators, Social Determinants of health are routinely addressed along 
with medical care in an integrated way, improvements in the management of chronic health conditions.  
Results:  Effectively developed system for quick referral and assignment process.  

 

2. Reduce the number of poor mental health days amongst adults from 3.8 in 2015 to 2.8 in 2019.  
a. Decrease in client self-reported poor mental health days: Results:  Data collected via survey (pulled info 

from quarterly report 1/21/19): 11 of the 13 clients report a monthly decrease (averaged number) in the 
number of poor mental health days between the month prior to starting Copilot and the time while they 
have been involved in Copilot.   

b. Increase in number of social interactions per week: Results: Data collected via survey (pulled info from 
quarterly report 1/21/19): 6 of 13 clients report that that they have not become more involved in the 
community since starting Copilot; 7 of 13 clients report that they have become more involved in the 
community since starting Copilot.   

c. Increase in participation in any groups (social religious, self-help, public service, etc.): Results: Data 
collected via survey (pulled info from quarterly report 1/21/19: 7 of the 18 replied that the Copilot 
Program has helped them to become more involved in their community; 11 of 18 replied that they neither 
agree nor disagree that the Copilot Program has helped them become more involved in the community.   
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3. Reduce overall homelessness in Cheshire county from 96 in 2016 to 86  
a. Increase in number of people placed in housing: Results: 5 of 30 copilot clients were homeless at the time 

of referral (pulled info from quarterly report 1/21/19). The 5 individuals homeless at time of entry are 
now housed. This is an increase in the number of program participants housed.  

b. Increase in number of people working with housing services: Results: An increase of 5 individuals engaged 
with housing services (pulled info from quarterly report 1/21/19) 

c. Decrease in consecutive days without shelter: Results: 5 clients were homeless at the time of referral.  All 
clients are sheltered, 2 clients remain without permanent domiciles (pulled info from quarterly report 
1/21/19). The 5 individuals homeless at time of entry are now housed. This is an increase in the number 
of program participants housed. 

4. Reduce Social Isolation 
a. Increase the number of social engagements: Results: 6 of 13 clients report that that they have not become 

more involved in the community since starting Copilot; 7 of 13 clients report that they have become more 
involved in the community since starting Copilot.  data collected via survey (pulled info from quarterly 
report 1/21/19) 

b. Increase the number of referrals accepted for services and social resources in the community:  Results: We 
are not currently tracking this data. The team post charter development assessed that this was not a time-
worthy data point to continuously track.  

 

IDN Project Components 

- Do you feel you successfully implemented and improved the component? 
o Is there further implementation/improvement to do? 

- What barriers made it difficult to achieve or fully implement this component? What barriers will prevent 
sustainability (financial, leadership support, culture, staff, relationships, resources, other)? 

- Was implementing this component valuable to how you care for patients and why? 
- Did implementing this component enhance your professional satisfaction and relationships with coworkers, why? 
- Are there adjustments needed to make this component more valuable? Could these components be synchronized 

with other organization initiatives?  
- Are there materials missing or needing to be updated to complete the implementation (e.g., process flows, 

protocols, etc.)? 
Successes: 
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 Leveraging of short-term, intensive care coordination of role of ServiceLink AND clinical case management and 
consultation of MFS 

 Tracking of supportive processes needed to connect to ongoing services 
 Development of procedures, protocols and flow maps 

 Client satisfaction survey administered twice (attach results from first survey in 2019) 
 System for tracking referrals to CoPilot 

 Training plan developed at start of implementation (saw list in the quarterly 1/21/19) 
 Use of PDSA for team leader role, housing & participant experience 

 Development of Copilot Wellness Assessment scale (is also a challenge as Eileen did not know of this tool – 
wondering who is using it.) 

 Following the CTI phases worked best; pre CTI and phase 1 was critical to establishing relationship with clients; 
with Phase 2 and 3 you could see clients self-advocating; just needed someone to walk thru the systems with 
them.  

 Using the framework of CTI for time limited services, worked well with ECC. Clients were more invested when 
they understood there was a time limit.   

 Got clients who were seen as “difficult” using the model of CTI and ECC helped to establish bridges with other 
agencies.   

 CTI phases really helpful 
 Smaller caseloads; weighted caseloads was helpful- provided framework of time/energy per client 

 CMC very open to working with ServiceLink; foundation in place between CMC and ServiceLink allowed for an 
easier implementation of CTI.  

 Mixed caseloads allow for adaptability of our roles and skills 

 Building bridges with medical providers for individuals with mental health needs 
 ECC embedded in MFS has improved coordination with other MFS providers 

 Supporting clients who had a negative experience with an agency in the past; working with them to work 
through this to see positive opportunity to the future. + and -   CoPilot staff offered opportunity for client to 
grow from this experience 

 Because Copilot was trying to break down silos of services, we saw the value of having CoPilot to break thru this.  
 

 

Challenges/Barriers: 
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 Maintaining clarity between distinct goals of CTI versus ECC 
 Identifying differences between traditional case management , care coordination and ECC 

 Mixed caseload of both CTI and ECC was challenging, felt that they were being a case manager rather than the 
specialty framework for copilot 

 CTI focus on transition from hospital to community; ECC not the case- so with a caseload of both CTI and ECC it 
was difficult for the staff.  

 Continued need to work on relationships with key partners for referrals.  

 COVID- added challenge for staff to go to CMC, impacted part of the CTI model to see clients in the hospital 
before discharge.  CMC set up a “virtual introduction” however have not used it effectively.  CoPilot Team 
meetings scheduled with training components ended.  Seeing clients in person, not able to provide 
transportation, home visits all ended. Difficult to assess clients when you are talking on the phone or with zoom.  
Had to stop meetings at social service organization, getting clients connected to other agencies.  

 Sometimes the blurring of roles and moving more into traditional case management happens 

 Sometimes there is the possibility of duplication, especially for ECC working with clients who have MFS Case 
Managers. 

 Role delineation – it is easy for overlap to happen when there are multiple people offering assistance to a client 

 CTI had difficulty working with MFS staff – concern noted for duplication of services 
 CTI- difficulty securing services for clients who needed MFS services 

 One team in two different locations – made it difficult to consult with each other for guidance 
 Collaboration with other agency was challenging; some wanted to “do their own thing” hard to bring everyone 

together to identify what each provides and how they can work together.  

 Supporting clients who had a negative experience with an agency in the past; working with them to work 
through this to see positive opportunity to the future. + and –  

 Don’t underestimate the amount of time it takes from an administrative function for two organizations to 
collaborate. 

 Do you have the right “decision makers” involved in the planning and beginning implementation 
 

Barriers to sustainability: 

 Funding for the services that billing Medicaid is not an option (CTI and ECC for individuals that do not meet 
criteria for state supported services through MFS) 

 Possible solution: Jen oversees Medicaid administrative dollars in our region; which may be a way to continue 
CTI beyond the IDN grant 
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Project Process 

- What went well? 
- Was there project or change management pieces missing which would have better-supported meeting the goals? 
- Is there anything you would have done differently? 
Project Planning Significant time devoted to planning initially as well as during the project to adapt our 

processes and improve coordination and communication between the partners.  

Project Implementation Initially ECC and CTI staff had a blended case load, this proved to be challenging for the staff 

and CTI had very prescribed steps and ECC did not.  Decision made to have staff either be CTI 

or ECC made for better clarity for the staff 

Project Improvement It is very difficult to have partner organizations collaborating if there is not clearly defined 

roles and responsibilities of each organization clearly described up front. This lack of clarity 

caused confusion and frustration for all.  

 

Additionally, as part of their “wrap up” work, the team completed an A3 to showcase their work over the past 4 years. (A3: a lean quality 
improvement tool). They participated in the December IDN Knowledge Exchange where they presented their final draft and spoke about the 
program to regional colleagues. This tool will allow the team to provide a high-level summary of their work and can be updated as they continue 
to improve their program post IDN involvement. 
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Project Targets 
From the Evaluation Project Plan, use the format below to provide a list of the progress toward targets or goals that the program has achieved. Targets 

required by the STCs, include but should not be limited to:  

 Number of individuals served (during reporting period and cumulative) 
 All performance measures identified in the evaluation project plan. 

 
The cumulative numbers below reflect initial totals based on the past few years of quarterly reporting. The IDN administrative team is working with the 
project team to better total actual participants served.  
 

Year 2  Q1:  
7/1-9/30/18 

Q2:  
10/1-12/31/18 

Q3: 
1/1-3/30/19 

Q4: 
4/1-6/30/19 

Q5: 
7/1-9/30/19 

Q6: 
10/1-12/31/19 

Q7: 
1/1-6/30/20 

Q8: 
7/1/-12/31/20 

Cumulative/ 
Projected 

Active 
Participants  27 30 28 ^26 

39 CTI 
15 ECC 

54 Total 

36 CTI 
12 ECC 

48 Total 

51 Total CTI-18 
ECC-36 

Total - 54 

318 / N/A 

Pre CTI  1 1 2 11 5  18  

Participants CTI 
Phase I  

0 2 6 9 
13 9  166 

Participants CTI 
Phase II 

7 0 2 8 
16 9   

Participants CTI 
Phase III 

5 8  2 4 
10 13 25 (all phases)  

Participants ECC  15 19 19 ^3 15 12 26 36 115 

# of Completed 
Participants to 
Date  

 
11 

 
15 

21 23 

11 CTI Closed 
2 ECC (1 died; 1 

consumer request) 

4 additional CTI 
Graduates 

1 CTI person 
died during 

phase 2.  

n/a CTI graduates-8 
 

ECC- 5 

 

Total Number of 
Referrals from 
CMC-DHK 

 
12 

(7 CTI, 5 ECC) 
 

16 CTI 
(2 declined) 

24 CTI from CMC-
DHK 

8 ECC (3 DHK; 3 
MFS; 2 ServiceLink) 

12 CTI CTI-8 
ECC-16 

 

CTI – 21 
ECC - 17 

126 



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 91 
 

Total Declined by 
Team  

6 (Primarily due 
to Insurance 

elig.) 
 

No CTI 
declined 

1 CTI 
0 ECC 

2 CTI CTI-1 
ECC-0 

CTI – 0 
ECC – 1 

11 

Total Assigned 
but not engaging 
after 30 days 

    
2 CTI 1 CTI 

CTI-1 
ECC-2 

CTI – 8 
ECC - 1 

15 

 

Budget 
The Co-Pilot team experienced fluctuation for Salary/Wages and Employee Benefits over the seven periods as a result of staffing vacancies, new hires at a 
higher rate and changes in employee benefits elections. The staff member that remained consistent from the last quarter of CY18 to date did not elect to 
take Health Insurance resulting in much lower costs. The new staff member did elect the coverage and therefore the costs rose significantly. 

 

C1/E5: Copilot 

CY 
2016 
Actuals 

CY2017 
Actuals 

CY2018  
Jan- June 
Actual 

CY2018  
July-Dec 
Actual  

CY2019  
Jan-Jun 
Actual  

CY2019  
Jul-Dec 
Actual  

CY2020  
Jan-June 
Actual 

CY  2020 
July - Dec Actual 

 Total Salary/Wages   
 $  
23,671.93  

 $           
42,398.25  

 $         
31,570.41  

 $      
34,863.02  

 $        
25,356.63  

 $         
39,711.22  

 $                  
40,869.00  

Employee Benefits   
 $    
6,014.78  

 $           
13,384.43  

 $           
5,739.79  

 $        
3,971.49  

 $          
2,322.35  

 $           
7,205.47  

 $                     
8,293.00  

Supplies (Technology etc.)    
 $    
2,522.93  

 $                
640.75  

 $                       
-    

 $        
1,534.72  

 $                      
-    

 $                       
-    

 $                                 
-    

Recurring Expenses   
 $    
1,684.65  

 $             
1,559.43  

 $           
2,940.39  

 $        
1,705.57  

 $              
782.35  

 $           
1,147.89  

 $                     
1,071.00  

Staff Education and 
Training   

 $                
-    

 $             
3,404.57  

 $           
1,339.99  

 $                    
-    

 $                
20.00  

 $                       
-    

 $                                 
-    

One Time Expenses    
 $  
49,928.74  

 $           
57,273.57  

 $         
43,605.93  

 $      
53,410.00  

 $        
64,008.77  

 $         
60,381.91  

 $                  
62,993.00  

Total:    
 $ 
83,823.03  

 $         
118,661.00  

 $         
85,196.51  

 $      
95,484.80  

 $        
92,490.10  

 $      
108,446.49  

 $                
113,226.00  
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Projects D:  Capacity Building Focused 

Narrative 
Provide a detailed narrative which describes the progress made during this reporting period.   

 

Overview of the PATP-IOP Project Architecture:  

As reported in July, 2017 SAR 
The PATP- IOP project pilot will build off of the existing structure of the Perinatal Addiction Treatment 

Program to develop and pilot an evidence-based, gender-specific, trauma-informed intensive outpatient 

treatment program to meet the critical treatment needs of pregnant and parenting women with substance 

use disorders (SUD) in the DSRIP Region 1 catchment area.  The project will serve Medicaid-eligible women 

with substance use disorders who meet criteria for ASAM level 2.7 services, with a particular emphasis on 

the needs of women who are pregnant or parenting young children. The primary project objectives are as 

follows:  

 Implement and evaluate an evidence-based, trauma-focused curriculum to meet the special needs 

of women qualifying for ASAM level 2.7 (Intensive Outpatient) services, including medication 

assisted treatment  

 Address the comprehensive medical and psychiatric needs of participants through provision of co-

located psychiatric and reproductive health services with linkages to primary and specialty medical 

care  

 Develop protocols for comprehensive screening and service coordination to address social 

determinants of health which present particular barriers to treatment and recovery for women 

 Provide on-site childcare to facilitate access to and engagement with treatment for women with 

young children  

 Clearly define and develop the business case for a scalable, integrated intensive outpatient model 

of care for the target population 

 Help women to consolidate their recovery as an investment in their own lives and their children’s 

future 

 

Currently the only gender-specific SUD treatment option in Region 1 is that provided by the Dartmouth-

Hitchcock Perinatal Addiction Treatment Program (PATP) in Lebanon, a once weekly office-based 

outpatient program.  The proposed project builds on the existing infrastructure of the current program, 

which includes deep knowledge of the social and health needs of this population, medication assisted 

treatment, weekly group therapy, peer support, integrated psychiatric and reproductive health care, and 

case management for pregnant and parenting women. 

The PATP currently sees upwards of 40 woman during their two session clinical Wednesday. The IOP will 

target women from this pre-existing patient pool who need higher intensity services and from there will 

expand the number of individuals served. The proposed program will provide a replicable model for 
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increasing access to intensive substance use treatment services for a population with significant 

vulnerability and barriers to care.  Specifically, we anticipate that:  

 25-50 women of reproductive age will be provided with comprehensive, intensive addiction 

treatment annually that they would not be able to access otherwise 

 25-50 women with difficult to treat co-occurring disorders will be provided access to psychiatric 

care and will have the opportunity to stabilize their mental health disorders 

 

25-50 women and their children will be able to access resources needed to avoid homelessness, food 
insecurity, sexual exploitation and exposure to domestic violence.  
 

Current State Updates from July - December 2020:  
The Moms in Recovery (MIR) Program over the past six months has continued to be challenging for the 
patients and staff due to the worsening pandemic. They had believed in late summer to be able to 
resume offering in person groups, but as cases began to rise again locally, they decided that was not 
going to be safe. They continue to hope that by spring of 2021 they will be able to offer in person groups, 
whether indoors or outdoors.  Barriers to in person groups continue to include patients who are not 
adherent to proper mask-wearing and inability to offer childcare. 
  
The MIR program continues to offer the Daily Intensive Program (1.5 hour group 5 days per week) via 
telehealth in place of the traditional IOP (3 hours per day 3 days per week).  This has been helpful for a 
number of women in stabilizing their lives after a relapse and helping them transition out of residential 
treatment. The program also continues to offer outpatient groups via telehealth. Staff does not currently 
require group attendance for all patients, which is a change from the pre-pandemic practice.  Some 
women are unable to attend telehealth groups due to lack of technology/internet access, work schedule, 
or simply patient preference. This has been challenging as groups are an efficient way to care for a larger 
number of people.  When women are not engaging in groups, they tend to require more individual visits 
with clinicians and/or Medical Doctors (MDs).  The program continues to offer in person individual visits 
where appropriate as well as clinic visits for urine drug screens (UDS). 
  
With rising cases locally, the program continues to see some Covid-related challenges in the clinic.  They 
are discouraging “drop in” visits to the clinic and are asking women to attend  on time and only at 
scheduled times to reduce the number of people in the office at a given time. They have seen some 
aberrant behaviors related to Covid, which have occurred in both directions.  Examples include patients 
not disclosing Covid symptoms, exposure, or test results prior to coming to the office for an appointment, 
thereby potentially exposing staff. In addition, we have seen women use potential Covid exposure or 
symptoms (even when we can see negative test results in the medical record) as a reason not to come 
provide a UDS when they are using substances and do not want this use to be detected.  The program is 
also continuing to see issues with proper mask-wearing, as above (patients do not always keep their 
masks over their nose and mouth throughout the visit).  Fortunately, staff are not aware of any 
transmission of illness from patient to patient or from patient to staff, which likely reflects the success of 
de-densifying the clinic and consistent staff adherence to mask wearing and eye protection. 
  
The program will be piloting having a family medicine physician on site one day per week in January of 
2021 to try to address the primary care needs of our patients.  We continue to have a Midwife on site one 
day per week for women’s health services, but they have found it challenging to provide the level of 
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integrated care they were able to offer in the past.  Care in the telehealth environment tends to feel a bit 
more fragmented and less coordinated than care in the clinic.  
  
The program was fortunate to be able to help a number of patients with the Governor’s Office for 
Emergency Relief and Recovery (GOFERR) funding at the end of last year and also to share donated 
holiday gifts with the families.  These supports were greatly appreciated this year as many of the families 
are facing even more financial stress than usual.  Housing, intimate partner violence, and alcohol and 
cannabis use all remain concerns that have been intensified by the pandemic.  Women also report high 
degrees of stress related to remote schooling and the uncertainty of changing school schedules. 
 
The project team completed the project year with an A3 (below) showcasing their ongoing work over the 
past few years. While the program will continue to be sustained, they will not be continuing as a formal 
IDN project partner. Continued sustainability will be supported by the larger Dartmouth Hitchcock 
system, and they will continue to look for external funding sources to support their ongoing work and 
improvement until an alternative payment model has been implement to pay for the much needed 
services.  
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Project Targets 
Use the format below to provide a list of all of the progress toward targets that the program has achieved.  

Targets should include  
 Number of individuals served (during reporting period and cumulative) 

 All performance measures identified in the evaluation project plan. 
 

The PATP-IOP project team during July - December, 2020 continued collecting on the seven defined 

core performance measures which were selected as the foundation for program evaluation. Those 

measures and their operational definitions can be found below. Any formal changes or additions will be 

captured in subsequent reporting.  

Performance Measure Name Target 

Progress Toward Target 

As of 
12/31/17 

As of 
6/30/18 

As of 
12/31/18 

As of 
6/30/19 

As of 
12/31/19 

As of 
6/30/20 

As of 
12/31/20 

Number of Medicaid women 
successfully completing the IOP 
program  

  
Program 

Not 
Started  

N/A 7 13 19 22 30 
Number of women engaged in 
continuing care one month 
following completion of IOP  

N/A 

7 (All 
require 

other level 
of care) 8 15 2 

 
27 

Number of negative UDS at end 
of program  N/A 2 10 19 22 25 
Number of women receiving 
reproductive health services visit 89% 100% 13 98% 97% 90% 
Number of pregnant women who 
attend recommended prenatal 
visits during program  100% 100% 100% 100% 100% 100% 
Number of women with 
established PC relationship 78% 58% 43% 53% 67% unknown 
All program participants are 
screened for SDoH 78% 89% 82% 81% 50% 61% 

STC Defined Program Measures              
All performance measures 
identified within the evaluation 
plan milestones  100% 100% 100% 100% 100% 100% 100% 100% 

Operationalization of Program  

100% 100% 100% 100% 

    
A. Implementation of 

Workforce Plan      

B. Deployment of Training Plan      
C. Implementation of any 

required updates to clinical 
protocols, or other operating 
policies and procedures      



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 97 
 

D. Use of assessment, 
treatment, management and 
referral protocols  100% 100% 100% 

 
100% 

Initiation of Data Reporting  

100% 100% 

75% 75% 

    

A. Number of individuals 
served vs. projected  75% 75% 75% 75% 

B. Number of staff recruited 
and trained (during reporting 
period and cumulative) vs. 
projected  100% 100% 100% 100% 100% 100% 

C. Impact measures as defined 
in evaluation plan, including 
annual evaluation of fidelity to 
evidence-supported program 
elements  100% 100% 100% 100% 100% 100% 

 
 

PATP-IOP Expansion 
Program Performance 
Measures  

Cumulative 
to 9/30/19 

Cumulative 
to 12/31/19 

Cumulative 
to 6/30/20 

Cumulative 
to 12/31/20 

1) Number of women 
successfully 
completing the IOP 
program 16 19 22 30 

Number of women 
enrolled 5 4 5 4 
Number of women 
discontinuing program 
prior to completion* 19 22 25 28 
Residential treatment 
recommended, 
treatment status 
unknown 8 10 2 25 
Residential treatment 
confirmed 3 4 2 9 
No known treatment on 
discontinuation of 
program 6 2 2 8 
2) Number of women 
engaged in continuing 
care one month following 
completion of IOP  15   2 27 

o   Continuing Care is:       

§  Return to OP level of 
care at Moms in 
Recovery  11 3 2 27 
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§  Transfer to other OP or 
IOP  2 0 3 3 

§  Discharge to higher 
level of care  2 1 2 9 

3)      Number of women 
with negative UDS at end 
of residential program*  17 19 22 25 

o   Less than 50% testing 
positive for THC by the 
end of an IOP 24% 26% 30% 29% 

o   Less than 25% testing 
positive for any non-
prescribed substance 
other than THC  46% 47% 34% 49% 

  

4)      Number of women 
receiving reproductive 
health services visit  97% 98% 97% 90% 
  

       Hepatitis B 
screening* 43% 49% 33% 56% 

       Hepatitis C 
screening* 43% 49% 33% 56% 

       HIV screening* 43% 49% 67% 56% 

       Chlamydia and 
gonorrhea screening 70% 74% 67% 61% 

§  PAP history reviewed, 
updated if indicated 84% 81% 67% 76% 
Had family planning 
discussion (OKQ) 97% 98% 100% 78% 
5)      Number of 
pregnant women who 
attend recommended 
prenatal visits during 
program* 100% 100% 100% 100% 

6)      Number of women 
with established 
relationship with a 
primary care  54% 53% 67% Unknown 

o   At least one visit with 
a PCP in the past 12 
months  38% 40% 67% unknown 

7)      All program 
participants are screened 
for Social Determinants 
of Health* 78% 81% 50% 61% 
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o   % of patients 
identifying concern for 
the following:        

§  Housing  48% 51% 67% 56% 

§  Financial Strain  83% 86% 67% 92% 

§  Education  7% 6% 0% 3% 

§  Social Isolation  10% 9% 0% 3% 

§  Transportation  72% 77% 100% 83% 

§  Employment  55% 57% 67% 61% 

§  Legal Issues  38% 31% 0% 33% 

§  Interpersonal Safety  41% 43% 0% 44% 

 
 



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 100 
 

Budget 
Provide a narrative and a brief project budget outlining actual expenditures and projected costs to 
support the community project which must include financial reporting 

 

D3: PATP/IOP 
(Moms in 
Recovery) 

CY  
2016 
Actuals 

CY  
2017 
Actuals 

CY  2018  
Jan-June 
Actual 

CY  2018  
July-Dec 
Actual 

CY  2019  
Jan-June 
Actual 

CY  2019  
July - Dec 
Actuals 

CY2020 
Jan-June 
Actuals 

CY  2020  
July - Dec 
Actuals 

Total 
Salary/Wages 

    
 $          

68,319.72  
 $            

68,319.72  
 $            

60,478.23  
 $             

75,822.47  
 $             

76,871.81  
 $                    

75,822.44  
Employee 
Benefits 

    
 $          

20,350.32  
 $            

20,350.32  
 $            

16,916.94  
 $             

23,460.60  
 $             

23,730.90  
 $                    

23,460.57  
Supplies 

    
 $                

789.54  
 $                 

789.54  
 $                          
-    

 $                           
-    

 $                
1,299.50  

 $                                  
-    

Purchased 
Service 

    
 $          

15,325.00  
 $            

15,325.00  
 $              

8,740.00  
 $                

9,386.00  
 $             

19,209.00  
 $                    

18,449.00  

Staff 
Education 
and Training 

    
 $                

351.66  
 $                 

351.66  
 $                  

351.66  
 $                           
-    

 

 $                                  
-    

Other: Cost  
    

 $          
12,878.36  

 $            
12,878.36  

 $              
8,243.32  

 $             
16,300.39  

 $             
16,954.12  

 $                    
16,300.39  

Total      
 $        

118,014.60  
 $          

118,014.60  
 $            

94,730.15  
 $           

124,969.46  
 $           

138,065.33  
 $                  

134,032.40  
Projected 
Revenue 

Offset 
    

 $         
62,568.20  

 $           
62,568.20  

 $           
62,568.20  

 $             
62,568.20  

 $             
62,568.20  

 $                   
62,568.20  

Total IDN 
Funds  

    
 $      

55,446.40  
 $        

55,446.40  
 $        

55,446.40  
 $         

62,401.26  
 $         

75,497.13  
 $              

71,464.20  

 

  



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 101 
 

Projects E:  Integration Focused 

Narrative 
Provide a detailed narrative which describes the progress made during this reporting period.  

E5 Project Background 

Region 1 IDN E5 work is spread across three types of projects which are outlined in the different reporting 
sections below. The Sullivan County Complex Care Team (SCCCT) is the main E5 project which has been in 
process since 2018. This project brings together multiple community based stakeholders who present de 
identified complex care cases for the team to discuss and provide insight in next steps for the presented 
case. The second E5 project is an extension of the SCCCT known as the Sullivan County Community HUB. 
This project looks to improve closed loop referrals for complex cases across the different community 
members that a patient/client may need to accommodate whole patient/client care. This is done through 
the completion of pathways which is a process of steps taken to resolve a need for social determinants of 
health and/or a behavioral health need. During the past reporting period, this team evolved the mission to 
address the needs in the community due to the impact of COVID-19. Finally, the third E5 project is in 
association with the Co-Pilot project described and reported on more in detail in the C1 SAR section. The 
Co-Pilot project is a melding of the C1 and E5 projects. The details for this third project are primarily covered 
in the C1 section where as the other two have more details in the following reporting sections.  

Updates as of July – December, 2020: 

Sullivan County Complex Care Team Meetings: No change to meeting structure in 
the current term 
The Sullivan County Complex Care Team (SCCCT) continues to meet the needs of providers and 

stakeholders in Sullivan County in addressing complex needs. During the reporting period, COVID -19 

presented an opportunity to expand the offerings of the SCCCT. In March 2020, we migrated the SCCCT 

platform to virtual monthly WebEx meetings. Community providers then began to request “Ad-hoc” calls 

for some high acuity patients that they were serving. The SCCCT facilitator coordinated a small, 

concentrated team to address the complex needs outside of the larger SCCCT. These “ad-hoc” meetings 

have been stood up quickly for providers to explore the next best steps for patients in uncertain times. 

Providers can request meetings at any point and typically have a meeting within 48 hours of their 

request.  

The larger SCCCT group continues to meet monthly to provide updates on previous cases, share on-going 

changes to important resources and collaboratively work through complex community cases. The 

migration from in-person to virtual meetings has proven effective in engaging new providers in the 

conversation and expanding the opportunity for current providers to come to the table. To continue the 

sustainability process of the SCCCT, a proposal has been made to the team to rotate community-based 

facilitation to drive home the importance of community ownership with this project and to ensure 

sustainability. Proposed plan is drafted below:  
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In addition, the SCCCT facilitator began tracking the confidence levels of the presenter pre/post SCCCT at 

both the “Ad-hoc” and larger SCCCT meetings. Data below indicates that the majority of providers feel 

more confident, when they present a case to their peers and have more information to make appropriate 

referrals for complex cases.  

It is the hope of the IDN1 administrative team that come July, 2021 the group will be self-sustaining 

through ongoing coordination and facilitation by community partners.  
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Expansion of work utilizing the Pathways Community Hub Model in Sullivan County 
Hub Pilot: 

 
During the reporting period, the COVID-19 pandemic impacted both the implementation and launch of 

the Community Hub pilot project in Sullivan County. Significant headway had been made on building a 

foundation for assessment, policy, and procedure for the identified pathways for the pilot.  

Since March 2020, the Hub Manager approached the Steering Committee with several options on how 

best to progress with the Hub pilot. The Steering Committee unanimously agreed to support the local 

community non-profits in a coordinated effort. On March 31, 2020, the Greater Sullivan County COVID-19 

Community Response Coalition launched. In early May, the group renamed as Greater Sullivan Strong 

(GSS). Many of the original identified pathways (housing, transportation, food access, and behavioral 

health) for the Hub pilot have been areas that GSS has been able to tackle during the COVID -19 crisis. 

The work of Greater Sullivan Strong continues with the spirit of the Hub pilot, by bringing community 

partners together, breaking down siloes, and creating opportunities for collaboration across sectors.  This 

large group of 65 individuals and 30+ organizations met bi-weekly until late August and continues to meet 

monthly to address the community needs surrounding COVID-19. Most recently GSS has voted to return 

to a bi-weekly meeting to address the needs of the COVID-19 surge in a timely manner. GSS has been able 

to provide emergency relief funding to over 44 agencies with donations from Dartmouth-Hitchcock 

Population Health, Dartmouth-Hitchcock Philanthropy, the Endowment for Health, New Hampshire 

Charitable Foundation, and the many local donors of Greater Sullivan County. Notably, Greater Sullivan 

Strong has been able to close gaps in food access throughout the region, increase tele-commuting 

capacities for mental health and SUD providers, and serve nearly 100 families with direct-relief dollars. In 

addition, GSS has made it possible for local non-profits to access rapid emergency relief dollars to 

continue to provide the community with essential safety net services.  

The IDN strives to act as a connection for new organization collaboration in program implementation and 

to leverage the inter-organization relationships that are successfully delivering care across the region 

today. The success of Greater Sullivan Strong is due to this connectivity and inter-organization 

relationships established by the IDN. Additionally, the IDN in partnership with the PHAC, developed a 

community coalition that will sustain itself throughout the recovery and reopening during the COVID-19 

pandemic.  

For CY2021 sustainability of the GSS work there will be a shift in management of the GSS in January, 2021 

as the Community HUB manager will be leaving her position on January 8th. The IDN will continue to be 

involved with the work of GSS but meeting facilitation and administrative tasks will be transferring to an 

individual supported by the DH-H health system and the Greater Sullivan County PHAC. Additionally, 

there has been a transition of the fiscal organization supporting the work of GSS and the shift in day to 

day management works in line with that transition. It is the collective regions intention to sustain GSS 

post the need for COVID-19 response in the community and the hope that in sustaining the group’s 

functional structure the community will be well poised to handle any significant need that may come its 

way.  

The below infographics and PDFs are a sampling of the work that continues with GSS. Attached is the GSS 

2nd and 3rd round funding impact report from the Community Relief Fund. These documents illustrate the 

many partnerships and work of collaboration to best meet the needs of the entirety of Greater Sullivan 

County.  
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E5 Work as Part of Co-Pilot Project (see C1 SAR section for more detail) Update: 

E5 team as part of the Co-Pilot project is conducted by Monadnock Family Services. In the summer of 2019, 
the project was challenged with smooth transitions between the enhanced care coordination team (ECC) 
and the Critical Time Intervention (CTI) (Service Link) team. It was decided that each of the project 
participating organizations would be responsible for a level of care coordination, and they would continue 
to communicate regularly on a monthly bases.  

Project Targets 
Use the format below to provide a list of all of the progress toward targets that the program has achieved.  
Targets should include  

 Number of individuals served (during reporting period and cumulative) 

 All performance measures identified in the evaluation project plan. 
 

 
 

 

Budget 
Provide a narrative and a brief project budget outlining actual expenditures and projected costs to 
support the community project which must include financial reporting.  

 

Performance 
Measure 

Name 
Target 

Progress Toward Target   

As of 
12/31/17 

As of 
6/30/

18 
As of 12/31/18 As of 6/30/19 

1/1/19 -
12/31/19 

1/1/20-6/30-20 7/1/20-
12/31/20 

Number of 
Cases 
Reviewed by 
the SCCCT 

24 Cases 
(Annual) 

N/A N/A 6 11 since 
January,2019 

additional 
reoccurring 

*Two meeting 
times used for 
privacy and 
consent or 
would be on 
track to hit 
target. 

26 Cases 12 4 

SCCCT 
Referrals 
Made and 
Closed 

100% N/A N/A Not tracking  Process for 
tracking being 
created 

100% 100% 100% 

Expansion of 
SCCCT 
Membership 

40 
Organizat
ion  

N/A N/A Addition of the 
following; Newport 
Health Center,  

NLH 
Representation,  

VRH 
representation,  

Valley Primary Care 

Addition of the 
following:  

APD, DHMC 
Outpatient 
CHW 
representatives 
from all area 
medical 
agencies 

Over 40 
area 
agencies 
depending 
on 
availability 
to meet 

Over 40 area 
agencies 
depending on 
availability to meet 

MCO partners 
have begun to 
present 
member cases 
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Given COVID-19 and the strain on the health safety net providers there was a shift in E5 project plans 
early in CY2020. The IDN1 administrative role of HUB manager was staffed for the full year but her time 
was adjusted to support COVID-19 community response as the Pathways Community HUB model was put 
on hold and subsequently discontinued due to lack of CY2020 funding. There was one aspect of the 
program that moved ahead and that was the expansion of Fruit and Veggie Prescription program to Valley 
Regional Hospital outlined in the narrative above. This is represented in the accompanying budget as food 
pathway payments.  

Additionally, given the pause and ultimate decision not to move forward with the formal HUB project the 
IDN1 team amended the contracts to the core partners to enable them to leverage the awarded HUB 
planning dollars for their continued engagement with the Sullivan County Complex Care team and their 
support of the Greater Sullivan Strong COVID-19 coalition. These expenses are shown below by 
organizational recipient as HUB amendment.  

 
REDACTED TABLE 

 

 

 
 

 

 

Project APM: DSRIP Alternative Payment Model (APM) 
Implementation Planning 

As a part of the DSRIP demonstration, the state has committed to value-based health services 

reimbursements.  The DSRIP APM Roadmap articulates the process by which the state will work with 
the IDNs, Medicaid Managed Care Organizations (MCO), and other Medicaid services stakehol ders to 
develop a statewide APM workgroup for the completion of the DSRIP APM Implementation Plan.  The 

goal of the DSRIP APM Implementation Plan is to achieve 50% Medicaid provider payments in an 
APM by 12/31/2020. 

IDNs will be evaluated on their engagement with the state and managed care plans in support of the 
APM goals consistent with Special Terms and Conditions (STC) 24, Project Milestones; STC 33 MCO 
and Medicaid Service Delivery Contracting Plan; and STC Attachment C: DSRIP Planning Protocol IV 

Project Stages, Milestones, and Metrics. 

 

APM Narrative 

Provide a brief narrative which speaks to the following: 
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 Describe how the IDN is aligning performance metrics to the MCO APMs 

 Identify partners who are currently participating in or in the planning process for MCO APMs 

 
No change to IDN1 APM activities in July-December, 2020 Term  

Previous Reporting Updates: Lynn Guillette, VP of Payment Innovation at Dartmouth Hitchcock and Chair 
of the IDN1 Executive Committee, has been named the primary IDN1 APM liaison for the DHHS sponsored 
APM workgroup. Lynn, one of the leaders in the state on alternative payment models, has been integrally 
involved in IDN1 activities since the projects inception and served on the Exec. Committee and as chair of 
the IDN1 Finance Committee. The IDN1 Finance Committee under Lynn’s leadership in January/February, 
2018 has been relaunched to shift focus to determining the regional APM strategy and tracking alignment 
to the statewide plan developments.  

CY 2020 Process: Given the lack of statewide APM work across IDNs the IDN1 team has adapted targets for 
APM support to focus on individual network partner efforts as opposed to a regional movement.  The IDN1 
leadership team and executive committee meet regularly to discuss APMs underway with IDN1 partners, 
opportunities to leverage the IDN1 network and support partners to expand billing and look at options for 
APM agreements. The team sees this work as a very valuable effort in pushing for project work sustainability 
and expanding the scope of integration within our provider practices. The IDN1 team feels that with the 
workgroups strong membership and regional knowledge there is expertise and drive to support APM 
expansion. The IDN1 team seeks to maintain coordination with statewide efforts even in the short 
timeframe remaining and hopes to see further developments with the Managed Care Organizations on this 
front.   

 


